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The successful treatment of tuberculosis depends upon the 
willing co-operation of the patient. This is much more likely to 
be obi if the nature of the disease and the reasons for 
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Metabolic Rate 
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] , The injection of thyroxin intravenously. 
2, The oral administration of thyroid or other 
compounds of the nitro-phenol group. 
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prefer to treat depressed metabolism by the third method. 


It will, therefore, be of interest to them to know that 
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ez the metabolic rate. 
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Essence there is a sharp increase 
in the heat output, reaching a peak 
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still appreciable six hours later. 


Whenever there is a need to 
stimulate the metabolic rate, 
Brand’s Essence may be prescribed 
with confidence. It will be found 
palatable when other foods are 
distasteful. It is of special con- 
venience in cases in which the 
patient cannot tolerate sufficient 
protein. 
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Portrait. Reprinted from the Third Edition. Demy 8vo. 7s. 6d. 
net; postage 5d. By the Same Author 
STUDIES ON THE PHYSIOLOGY OF THE 

THE ACTION OF MUSCLES MIDDLE EAR 
Including Muscle Rest and Muscle Re-education With 54 Illustrations. Demy 8vo. 18s. net; postage 7d. 

By Sir COLIN MACKENZIE, M.D., F.R.C.S., F.R.S. Edin. 
Second Edition, Reprinted. Biographical Note by C. V. MACKAY, CLINICAL STUDIES ON THE PHYSIOLOGY OF 
M.D. Melb. With a Postrait. With 100 Illustrations. Demy 8vo. THE EYE 
12s. 6d. net ; postage 7d With 49 Illustrations. Demy 8vo. 10s. 6d. net; postage 7 


Lewis’s Publications are obtainable of all Booksellers 


London: H. K. LEWIS & Co. Ltd., 136 Gower Street, W.C.| 


Telegrams: ‘* Publicavit, Westcent, London "’ Telephone : EUSton 4282 (5 lines 
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Some Important Heinemann Books of 1943 


A TEXTBOOK OF PATHOLOGY GENERAL & SPECIAL 


by J] MARTIN BEATTIE MA MD DSc MRCS LRCP and W E CARNEGIE DICKSON MD Bsc FRCP(Edin 
with the collaboration of 
A MURRAY DRENNAN MD FRCP(Edin) FRSE and JOHN O OLIVER MB BS MRCS LRCP 


FOURTH EDITION 


The most complete and up-to-date work in its field—a monumental volume which has been seven years preparing and is of pre-war standards 
in production. The book has been almost completely recast and rewritten, several new chapters have been added, and numerous original new 


illustrations included. 


Pages xiv + 1368 


Sternal Puncture 
A PINEY MD and 'J L HAMILTON-PATERSON MD 
Second Edition 13 plates 15s 


Textbook of Gynecology 
J H PEEL MA BM BCh(Oxon) FRCS MRCOG 


New Enlarged Edition 216 illustrations 2Is 


Revelaticn of Childbirth 
GRANTLY DICK READ MA MD (Carb) 
Second edition, revised, with 6 new plates 


Hermaphroditos 
A P CAWADIAS OBE MD FRCP 
The Human Intersex 9 plates 


Blood Group Determination 
DAVID HARLEY MD BSc FIC 
Theory Technique Practice 12s 6d 


British Medicine and the Vienna School 
MAX NEUBURGER MD PhD 
Contacts and Parallels 13 plates 10s 6d 


Studies on Immunisation First Series 
& Researches in Clinical Physiology 
Sir ALMROTH E WRIGHT MD FrRs 


Volumes Ill and Il of the Collected Researches 
25s and 12s 6d respectively 


Over 800 illustrations 


19 coloured plates 84s 


After-effects of Brain Injuries in War 
KURT GOLDSTEIN mp 
“An important contribution ""—RAMC JNL 


The Inner Ear 
JOSEPH FISCHER MD and LOUIS E WOLFSON wo 
Otoneurology and Otosurgery 30s 


Constitution and Disease 
JULIUS BAUER MD 


Applied Constitutional Pathology 


Cineplastic Operations 
on Stumps of the Upper Extremity 
E NISSEN MD and R BERGMANN MD 
80 illustrations 17s 6d 


Nephritis 
LEOPOLD LICHTWITZ 
A standard work 25s 


Cardiovascular Diseases 
DAVID SCHERF MD and LINN J BOYD mp Face 
Cheaper edition 12s 6d 


Advances in Internal Medicine Vol. ! 
Advances in Paediatrics Vol. | 
Each by TEN AMERICAN AUTHORS 


Two valuable new Year Books containing specialist 
articles 21s each 


. THE PRINCIPLES AND PRACTICE. OF 
| WAR SURGERY by J TRUETA. 


SECOND EDITION - JAN 1944 


“* Few surgeons will read it without finding something of interest and profit, and it might well become the standard work of reference for 


our armed forces '’—Bulletin of War Medicine 


“It is, perhaps, the most important monograph the war has so far produced ''—British Medical Journal 


400 pages 


136 illustrations 42s 


[PUBLISHED IN CONJUNCTION WITH HAMISH HAMILTON MEDICAL BOOKS] 


WM HEINEMANN + MEDICAL BOOKS + LTD 99 GT. RUSSELL ST LONDON WC1 
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J. & A. CHURCHILL ro. 


Our Book of the Month 


THE RADIOLOGY OF BONES & JOINTS 


By JAMES F. BRAILSFORD, M.D., Ph.D., F.R.C.P., F.1.C.S. 


Radiological Demonstrator in Living Anatomy, The University of Birmingham 


NEW (THIRD) EDITION 


Ready about 25th January 


404 Illustrations 45s. 


SUCCESSES OF 1943 | 


RECENT ADVANCES IN 
MEDICINE 
By G. E. BEAUMONT, D.M., 
F.R.C.P., and E. C. DODDS, 
M.D., F.R.C.P., F.R.S. 
Eleventh, Edition. 
43 Illustrations. 18s. 
THE QUEEN CHARLOTTE’S 
TEXTBOOK OF OBSTETRICS 
By Members of the Clinical 
Staff of the Hospital. 
Sixth Edition. 
4 Coloured Plates and 290 Text- 
figures. 25s. 
TEXTBOOK OF 
MIDWIFERY 
By WILFRED SHAW, M.D., 
F.R.C.S., F.R.C.0.G. 
Physician Accoucheur, with Charge 
of Out-patients, St. Bartholomew’s 
Hospital. 
247 Illustrations. 
A SHORT TEXTBOOK 
OF MIDWIFERY 
By G. F. GIBBERD, F.R.CS., 
F.R.C.O.G. 
Assistant Obstetric Surgeon, 
Guy’s Hospital. 
Third Edition. 


195 Illustrations, 21s. 


CHEST EXAMINATION 
The Correlation of Physical 
and X-ray Findings in Diseases 

of the Lung 
By R. R. TRAIL, M.D., F.R.C.P. 
With a Foreword by Sir WaLTER L. 
LaNGDoN-Brown, M.D., F.R.C.P. 
47 Illustrations. 10s. 6d. 


SYNOPSIS OF REGIONAL 
ANATOMY 

By T. B. JOHNSTON, M.D., Ch.B. 

Professor of Anatomy, University 


of London, Guy’s Hospital 
Medical School. 


Fifth Edition. 
17 Illustrations. 16s. 
THE EXAMINATION OF 
WATERS AND WATER 
SUPPLIES 
(Thresh, Beale and Suckling) 
Fifth Edition, 
By E. V. SUCKLING, M.B., 
B.S., 
Consulting Analyst to various 
Water Authorities. 
60s. 


DISEASES OF INFANCY 
AND CHILDHOOD 
By WILFRID SHELDON, M.D., 
F.R.C.P. 
Fourth Edition. 
14 Plates and 
130 Text-figures. 


28s. 


104 GLOUCESTER PLACE LONDON W.! 


FORENSIC MEDICINE 
A Textbook for Students and 
Practitioners 
By SYDNEY SMITH, M.D., 
F.R.CP, 
Regius Professor of Forensic 
Medicine, University of Edinburgh. 
Eighth Edition, 


179 Illustrations. 28s. 


BIOCHEMISTRY FOR 
MEDICAL STUDENTS 


By W. V. THORPE, M.A., Ph.D. 
Reader in Chemical Physiology, 
University of Birmingham. 
Third Edition. 


4 Plates and 33 Text-figures. 16s. 


TRAINING for CHILDBIRTH 


From the Mother’s Point 
of View 
By MINNIE RANDELL, S.R.N., 
S.C.M., T.M.M.G. 
Principal, School of Massage, {and 
Sister in Charge, Department of 
Physiotherapy, St. Thomas’s Hosp. 
Third Edition. 


140 Illustrations. 10s. 6d. 


THE PRACTICE OF 
REFRACTION 
By Stir STEWART DUKE- 
ELDER, M.D., F.R.C.S. 
Ophthalmic Surgeon and Lecturer 


in Ophthalmology, St. George’s 
Hospital. 


Fourth Edition, 
183 Illustrations. 
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During and 


HE maintenance and restoration of adequate 
hamoglobin levels in pregnancy, postpartum and 
lactation are of paramount import- 
ance. Precautionary measures to 
avoid deficiency anzmias should 
include reliable iron medication. 
Thus, iron reserves needed by 


mother and child can be satisfac- 
torily provided by the administra- 
tion of specially prepared iron °° d/ematinie Compound 


incorporated in *PLASTULES.’ Jor Anaemia and Debility 
‘) JOHN WYETH € BROTHER LIMITED, (Sole distributors for 


aE PETROLAGAR LABORATORIES LTD.) Clifton House, Euston Rd, London, N.W.I. ) 


The vapour of ‘ Benzedrine’ Inhaler diffuses throughout the entire 
nasal cavity, reaching and relieving congestion wherever it exists. 
Used in the early stages of nasal infection it helps to abort or 
shorten conditions that might otherwise proceed to more serious 
complications. Compact, convenient, effective — ‘ Benzedrine’ 
Inhaler is of inestimable service in preventing loss of time and 
efficiency through head colds and 

other rhinological conditions. 


Samples and literature on request. 


MENLEY & JAMES LIMITED 


123,"COLDHARBOUR LANE LONDON 
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SYSTEMIC TREATMENT IN SKIN DISORDERS 


@. Colloidal Calcium with ‘ Ostelin’ produces marked improvement in 
many otherwise unresponsive skin disorders, especially if there is local 
congestion. Inchilblains and in the allergic type of.skin disease, urticaria, 
angioneurotic cedema and eczema, the effect is often rapid and almost 
specific. Irritation and swelling are relieved, and the reparative process 


is greatly enhanced. 


Colloidal Calcium with ‘ Ostelin’ is also a powerful general stimulant 
and is used in many conditions of ill-health to promote a subjective 
improvement in well-being. 

Colloidal Calcium with Ostelin contains vitamin D (5,000 i.u. 
per cc.) with calcium in colloidal combination for injection. 
Ampovles 6 and !2 x | ce. Phials 30 cc. 


COLLOIDAL CALCIUM with OSTELIN 


PRODUCT OF THE 
GLAXO LABORATORIES 


GLAXO LABORATORIES LTD., GREENFORD, MIDDX. BYRon 3434 


bor Effective Control of Pain 


MONG the many and diverse analgesics which have been evolved by modern chemical 
Az acetyl-salicylic acid retains its reputation as one of the safest and most 
effective. Its tendency to liberate salicylic acid—the irritant properties of which 
however, caused many to hesitate to employ 


are well known to physicians—has, 
Experience proves that ‘‘ Alasil’’ solves the problem of 


it as widely as it deserves. 
administering acetyl-salicylic acid in an effective form, being free from the risk of irritating 


| 


the stomach or intestines or of causing general reactions. 
In ‘‘ Alasil’’ the desirable therapeutic effects of acetylsalicylic acid are maintained by com- 
bining the acid with Calcium Phosphate (Bibasic) and ‘‘ Alocol”’ (Colloidal Hydroxide of 
Aluminium), a powerful gastric sedative and antacid, thereby obviating any tendency to 
gastric irritation. The advantages of ‘‘ Alasil ’ over ordinary salicylate compounds and its 
freedom from the risk of irritating the stomach have been well proved in practice, ‘‘ Alasil"’ 
can be prescribed with perfect safety to patients of all ages and in larger doses than ordinary 
salicylate compounds. 
A supply for clinical trial with full descriptive literature sent free on request 
A. WANDER LTD., Manufacturing Chemi 
184, Queen’s Gate, London, S.W.7 
Laboratories and Works: KING’S LANGLEY, HERTS 
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In cardiac and 
respiratory collapse 


In the treatment of all kinds of shock, 
cardiac and respiratory failure 
characterised by collapse and pros- 
tration, Anacardone is eminently 
suitable; it is particularly indicated 
for use in surgical, obstetrical, 
traumatic or electrical shock, cardiac 
and respiratory failure following the 
administration of anesthetics or 
hypnotics and in asphyxia of the 
newly-born. 


ANACARDONE 


Trade Mark 
(NIKETHAMIDE B.P.) 
Further details on request 


THE BRITISH DRUG HOUSES LTD. 
LONDON N.1 


CHLOROFORM 
PURE. 


DUNCAN 


(EX ETHYLIC ALCOHOL) 


DUNCAN, FLOCKHART & CO., 


EDINBURGH 


LONDON 
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“IT’S MY NERVES, DOCTOR” 


A woman patient needs reassurance and prompt relief when 
symptoms of sleeplessness, loss of appetite and depression are 
recognised. 

In such cases Veganin is indicated. Its three components — 
acetylsalicylic acid, phenacetin and codeine — have exceptional 
synergistic value. Dysmenorrhoea, which frequently accom- 
panies the unaccustomed duties that many women are now 
taking up, responds to the sedative action of Veganin ; and 
there are no after-effects. 


RESTRICTED SUPPLIES 


Owing to the shortage of certain 
ingredients and the consequent limita- 
tion of output, chemists have been 


asked to give priority to doctors’ 
prescriptions. Veganin is not adver- 
tised to the public. 


WILLIAM R. WARNER & CO. LTD., 150-158 KENSINGTON HIGH STREET, LONDON, W.8 


(Temporary wartime address) 


Biochemical Control of 
Cancer of the Prostate 


Evidence is accumulating to show that the treatment of 
prostatic carcinoma by stilboestrol given orally promises 

to become an outstanding contribution towards the goal 
. of biochemical control of malignant disease. ‘Ovendosyn’ 
is an especially well tolerated form of stilboestrol, and its 
use, either alone or in conjunction with surgical measures, 
may fundamentally change the hitherto gloomy prognosis 
of this deadly disease. 


‘OVENDOSYN’ 
TABLETS 


Each tablet contains mg. and Catcium 290 mg. 


1s if 
0 


Samples to members of the medical profession on request. 


MENLEY & JAMES LTD - 123, COLDHARBOUR LANE - LONDON - 
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Only the Tealment has changed, 


Despite the speeding-up of modern life constipation 
still trails man. 

In place of the perpetual enema and the drastic 
griping purgative, we have the smoothly-acting 
palatable evacuant, Agarol_ Compound. 

Agarol is a mineral oil emulsion with a small dose 
of phenolphthalein, which for many years has 
been of service for the relief and cure of acute 
and habitual constipation. 

The reliability of Agarol and the certainty with 
which it obtains results, without unpleasant 
after-effects or harm to the patient’s alimentary 
See fe system, make it suitable for use in any 
aia ba circumstances and at any age period. 


WILLIAM R. WARNER & CO. LTD., 
150-158 KENSINGTON HIGH STREET, LONDON, ws 


(Temporary wartime 
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Lack of ventilation due to Black-out precautions 
has led to a considerable increase in naso- 
pharyngeal conditions during the winter months. 
In inflammatory and “infective conditions of the 
naso-pharynx the decongestive and antiseptic 
properties of ‘Endrine’ have been proved 
over anumber of years. ‘Endrine’ shrinks and 
soothes inflamed tissue, promotes sinus drainage 
and‘improves breathing. 


BRAND NASAL = 


ISSUED IN VARIETIES 
“ENDRINE * “ENDRINE 


JOHN WYETH € BROTHER LIMITED, (Sole distributors for 
PETROLAGAR LABORATORIES LTD.) Clifton House, Euston Rd, London, N.W.1. 
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Cardiovascular Stimulant 


CORVOTONE 
NIKETHAMIDE B.P. 
Corvotone is a 25 per cent. solution of Nikethamide B.P. for 


administration by mouth or parenterally. It is one of the most 
potent analeptics with an action on the heart mainly through 


the nervous system. 
The average dosage is from | to 2 c.c. in water by mouth, or 


1 to 4 c.c. or more by injection. 


CORVOTONE-ORAL CORVOTONE FOR INJECTION 


Box of 3 x 2 c.c. ampoules ... 2 3} 


Bottle of 100 «.. 18/4 Box of 3x 5 ¢.c. ampoules ... 


Box of 6 x 2 c.c. ampoules ... 


Prices net 


ERGOMETRINE B.D.H. 


The water-soluble alkaloid of ergot with a reliable 
and rapid action 


Ergometrine has been used ‘ im cases of threatened severe post-partum hemorrhage, 
both before and after delivery of the placenta, in preference to pituitary extract, and 
. » found . . . vastly superior in action in both rapidity and degree to the time- 


honoured product’ (Brit. Med. Journ., Jan. 6th, 1940, p.33). 


Ergometrine B.D.H. should be used as a routine after parturition in order to 


produce the classical effect of ergot. It is both potent and stable. 


Details of dosage and other relevant information will be gladly supplied on request. 


THE BRITISH DRUG HOUSES LTD. LONDON N.1 


Teleph : Clerk ll 3000 Telegrams: Tetradome Telex London 
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For 
| Prom oting 


HE control of insomnia presents a 

problem that often cannot be effec- 
tively or safely solved by recourse to the 
use of hypnotic drugs. 


‘Ovaltine’ provides a safe and natural 
means of inducing sleep in many casés,:- 
especially where the basis of the insomnia 
is digestive unrest, nocturnal hunger or 
nervous instability. Taken before retiring, . 
it promotes quiet and restful sleep, by 
reason of its gentle sedative effect on the 
nervous system and its faculty of assisting 
digestive ease. 


‘Ovaltine’ is a natural food tonic 
prepared from milk, eggs and malt 
extract. Noteworthy features are its 
high percentage of maltose and _ its 
content of calcium, phosphorus and 
iron. It is possessed of a truly delight- 
ful taste and is appreciated by every 
type of patient. 


A. WANDER LTD. 
184 Queen’s Gate, London, S.W.7 
Laboratories, Works & Farms: King’s Langley, Herts 
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.... advances in the production 
of medical specialities marketed by 
this organisation, and continual expansion 
of knowledge regarding them, demand 
that we furnish the medical profession 
with a reliable and up-to-date informa- 


tion service. 


We invite you to make full use of our 
publications and of the personal attention 


of our Medical Information Department. 
MEDICAL SPECIALITIES 


Manufactured by MAY & BAKER LIMITED: Distributors 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD., DAGENHAM 


‘ 


Telegrams: Bismisth, Phone, London Telephone : Ilford 3060 
Cable Codes: A.B.C., 6th Bentley's, Mosse’s 
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THE CARBOHYDRATE 
OF FIRST CHOICE 


Dextrin-Maltose emulsifies the fat, softens the curd and increases the 


carbohydrate content of cow’s milk, whether in the form of fresh milk or of 
whole dried milk powder. 


No. | contains 2°; of sodium chloride. 

No. 2 is free from addition of sodium chloride. 
No.3 contains 3% of potassium bicarbonate. 
No. 4 contains 150 units of Vitamin D per oz. 


IN SIX FORMS 


No. 5 contains iron and sodium chloride. 


No. 6 contains a prophylactic proportion of 
the anti-scorbutic Vitamin C equivalent 
to 5 mg. of ascorbic acid per oz. 


Adequate supplies are available. 


DEXTRIN-MALTOSE 


ALLEN & HANBURY S 


TELEPHONE BISHOPSGATE 320/ (/2L/NES). 


LTD: 


LONDON-: E-2 


TELEGRAMS : CREENBURYS, BETH. LONDON” 


The numerous reports that we 
have received from physicians 
show that Bynogen has met 
with considerable success in 
functional disorders of the 
nervous system accompanied 
by disturbance in nutrition. 


Bynogen contains the glycero- 
phosphates of sodium, calcium, 
magnesium, and iron, soluble 
milk proteins, and soluble ex- 
tract of malt and whole wheat. 
The soluble milk proteins 
contain a large proportion of 
casein, which, in addition to the 


FOR WAR-TIME 


NERVE STRESS 


4 NERVE 
REETORATIVE 


glycerophosphates, is a source 
of phosphorus, Calcium, 
sodium, and magnesium also 
play important parts in meta- 
bolism, while the necessity for 
ironin blood-formation scarcely 
calls for mention. 


The agreeable flavour of 
Bynogen is one of its points of 
superiority Over most other 
products of its class. 


In bottles at 3/- and 5/- 
Plus Purchase Tax 
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TRAUMATIC ARTERIAL SPASM * 


Sot. M. COHEN, MA CAPETOWN, FRCS 
SURGEON IN CHARGE OF A SURGICAL DIVISION AT AN EMS 
HOSPITAL 


EARLY in 1794 William Pitt, the younger, then Prime 
Minister, was approached to buy the museum of John 
Hunter—dead a few months—for the state. ‘‘ What!” 
said he. ‘‘ Buy preparations! Why I have not enough 
to purchase gunpowder.’’ A hundred and forty-six 
years later, German gunpowder was to shatter much of 
Hunter’s monument. But a memory that has blossomed 
with the years remains, and today we meet as a tribute 
of respect to that memory. The subject—traumatic 
arterial spasm— is particularly appropriate, for he made 
it his special study. 

John Hunter had a very simple explanation of trau- 
matic arterial spasm—namely, that an injured vessel has 
a natural disposition to contract. An understanding of 
this natural disposition of the smooth muscle of the 
arterial wall is a great help im explaining the apparently 
peculiar responses of the vessel. Smooth muscle responds 


to a greater variety of stimuli than does skeletal muscle. . 


It responds to stretch, whereas skeletal muscle does not. 
Rapid stretching is always a more effective stimulus 
than slow stretching. If we apply this, we appreciate 
why the recently manipulated fracture, or the “ near 
miss” of a vessel by gunshot or bomb splinter, often 
initiates spasm. The fracture spike or the exploding 
force twangs the elastic vessel, which recoils like a guitar 
string and responds by contraction. When plain muscle 
contracts the fibres may decrease to 4 of their resting 
length (Wiggers 1937). The major peripheral vessel 
may contract till it appears as a mere thread. This 
contraction in the vessel may be maintained in a state of 
complete tetanus, unremitting even while the tissues 
around are dead or dying ; for smooth muscle maintains 
its new length with little increase in its oxygen con- 
sumption, and without rapid fatigue. The behaviour 
of smooth muscle at times appears bizarre. Professor 
Bard (1941) points out that often a mechanical stimulus 
which causes contraction when applied to a muscle in 
a state of slight tonic contraction, evokes relaxation when 
the tone is great. Thus, in attempting to suture a divided 
vessel the contracted ends at first appear to make this 
impossible—but, as gentle traction is applied by means of 
the stay sutures, the vessel wall relaxes. 

Smooth muscle has another property—rhythmicity. 
Often after the trauma of a peri-arterial stripping, 
peristaltic waves may be seen rippling along the vessel 
wall. John Hunter noted as he watched the contracted 
cut vessel that ‘‘ it sometimes appeared as if this was not 

rmanent, but contracted and relaxed at intervals.” 

‘erhaps the most remarkable property of smooth muscle 
is tonus, whereby the muscle-fibres ‘‘ exist now at one 
length, now at another, under equal degrees of tension ”’ 
(Bard). We are familiar with tone in the stomach or 
bladder, which may contain say 5 oz. or 15 oz. and yet 
the pressure within remains the same, but I want to apply 
this concept to the collateral circulation which is also 
maintained in a state of tone. This is not a pathological 
state, and there is need for re-orientation of our attitude 
that when a vessel is ligatured, nature (in her folly) 
maintains a pathological cramp of the collaterals. 


THE COLLATERAL CIRCULATION 


The collaterals are most numerous around joints, and 
they exist not as a “spare”’ for use when trauma or 
ligature occludes the main vessel, but to carry on the 
circulation when, in certain attitudes, such as acute 
flexion at the elbow or knee-joint, the main vessel be- 
comes kinked or pressed upon. When the main vessel 
lumen is restored, the flow in the collaterals returns to 
normal. The deflection of blood under such circumstances 
is temporary, and the collaterals can meet the need. If 
the occlusion of the main vessel is prolonged, whether by 
spasm, trauma or ligature, then the greater demands 
can be met only by enlargement of the vessels. This is a 
slow process, completely unlike reflex action, as it is often 
described. It takes 4 days in the arm, and 14 days or 


* Hunterian lecture deliy ered b before the ‘Royal ‘College of Surgeons 
of England on April 16, 1943. 
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more in the leg for the distal pulse to return after com- 
plete occlusion of the main vessel. The full return of the 
circulation takes years, during which the collateral 
vessels gradually enlarge by an active growth, both in 
diameter and length, becoming tortuous. In an experi- 
mental study, Weyrauch and de Garis (1937) have shown 
that after ligature of a main vessel, the blood volume in 
the adjacent capillaries increases, connective tissue and 
muscle are added to them, and they thus become arteri- 
oles and venules. Striated muscle is extremely sensitive 
to oxygen lack and ischemia of 6-12 hours usually 
means death; skin on the other hand, as Lewis (1936) 
declares, can withstand 24-48 hours loss of blood-supply. 
To divert this blood early into the muscle capillaries 
rather than the skin is therefore important. The skin 
of the ligatured limb feels cold at first, which suggests 
that this is actually taking place. The collateral circu- 
lation does meet the demand even in the early stages 
because the needs of resting muscle are small. For 
example, in arteriosclerosis and Buerger’s disease, the 
blood-flow has to be reduced to one-third of the normal 
before symptoms and trophic changes appear (Kunkel 
and Stead 1938). In fact,it is rare for gangrene to follow 
simple ligature of a main vessel. Sencert (1918) ligatured 
70 main vessels, and in only-2 cases, one a common 
femoral and one a popliteal, was it followed by gangrene. 
But the trauma that injures the ve:-el and initiates the 
main-vessel spasm is as likely t« ct or damage the 
collaterals—and this is what ofter des the fate of the 
limb. The following case shows huw spasm may affect 
the main vessel and its distributing collaterals at the 
same time. 


An American soldier fell 4 storeys fracturing the humerus 
in the middle and also in the supracondylar region. Through 
an axillary laceration the axillary artery could be seen pulsat- 
ing. But there was no radial or ulnar pulse and the hand 
was cold. The brachial artery at the elbow was explored 
and found to be so small that the surgeon, Mr. Irvimg Zieve, 
told me he could not at first believe that it was the brachial 
artery. Periarterial stripping made no difference. The 
case was transferred subsequently to an American Hospital, 
and 48 hours later the onset of gangrene made amputation 
essential. Before doing this Captain F. E. Stinchfield 
(USA) exposed the entire length of the vessel and found no 
pulsation whatsoever until the 3rd portion of the axillary 
artery was identified. 


The entire collateral circulation of this arm, including 
the profunda brachii, must have been unable to obtain 
any blood from the main vessel stream. 

At other times the collaterals themselves may be 
lacerated—as the next case suggests : 


An airman with a badly comminuted supracondylar frac- 
ture was admitted to hospital 16 hours after his injury with 
evidence of impending gangrene. The radial and ulnar 
pulses were absent. The surgeon who explored the brachial 
artery found it to be reduced just below the fracture to 
thread-like proportions. Perfect fracture reduction and 
local ‘ Novocain’ injection made no difference. Arteri- 
ectomy was performed but there was no recovery ; gangrene 
progressed and amputation had to be performed. 


Spasm or ligature of the brachial artery should not by 
itself cause gangrene. In the last war, in a series of 200 
brachial artery injuries—many with other serious com- 
plications—Makins (1922) records that only 8 developed 
gangrene. Sencert (1918) regarded its ligature as being 
without risk to the limb. In the airman’s case, therefore, 
it is likely that the collateral circulation was directly 
and completely destroyed at the time of the fracture. 
This fact has to be carefully weighed in the decision 
whether to do an arteriectomy for the major-vessel 
spasm. The body is, of course, capable of repairing 
such collateral vessel damage——but it requires time. 
By slowing up cell metabolism by rest and cold, the life 
of the muscle can be prolonged, how much we don’t yet 
know. In the meantime, the collateral vessels, via a 
mesh of capillaries, join up. But any hematoma forma- 
tion between the vessel-ends acts as a barrier. The 
difference an arterial hematoma makes is shown by 
Sencert’s figures: in 20 ‘‘ dangerous ’”’ arterial injuries 
—that is, axillary, femoral or popliteal—the limb- 
mortality rose from 3 to 30%. It is like the hematoma 
under the skin-graft that bars the union of the vessels. 
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ROLE OF THE SYMPATHETIC SYSTEM 

What is the réle of the peri-arterial nerve plexus, 
and of the sympathetic system in this problem ? 
Leriche (1939) proposed, and it,has come to be generally 
accepted, that trauma @xcites a local reflex. He claims 
that the vessel itself has a special intrinsic mechanism 
for the maintenance of automatic function. He quotes 
the work of Stohr (1937) and Dolgo-Saburoff (1936) for 
anatomical evidence of an intramural nervous apparatus 
containing ganglion cells, and that long and _ short 
reflexes may develop on this network. In this complex 
problem of sympathetic reflexes, the surgeon has to be 
guided by the physiologist. The ganglion cells Woollard 
(1926) certainly couldn’t find; Le Gros Clark (1939) 
is definite that they do not exist and he thinks connective 
tissue cells (e.g., Rouget cells) have been mistaken by 
some observers for ganglion cells. An afferent arc for 
any reflexes via the sympathetic ganglia has not yet 
been found. Stopford (1931) was unable to find it 
anatomically. Langley was unable to obtain any 
evidence of true reflexes, and Bard (1941) says ‘ There 
is no convincing evidence of any such arrangement.”’ 
These facts appear definite, and it is odd that the attitude 
“It’s there, but not yet been found,’ should continue. 


Besides this, there is much clinical evidence against a ~* 


reflex mechanism. It is utterly impossible to explain 
by any local reflex why spasm should last sometimes 
20 minutes, sometimes 1 hour, sometimes 3, 4, 6 hours, 
sometimes 24 hours, and sometimes days; and why it 
should be unremitting even while the limb is dying. 
We know that all nerve conduction ceases with any full 
ischemia after 15-30 minutes. If spasm was induced 
by a local reflex, or even via ascending afferents, novo- 
cain, which abolishes all nerve conduction, should 
always and immediately release the spasm if infiltrated 
around the vessel. It doesn’t. If the spasm of the 
major vessel is maintained via the sympathetic ganglia, 
a sympathetic-nerve-ganglia block should immediately 
release it. There are few clinical records of this pro- 
cedure. Professor Seddon (1942) has found that it 
failed in a case of brachial artery spasm. In the leg 
paravertebral block has been followed by return of the 
pulse some hours later (Homans 1943), or the next day 
(Foisie 1942)—an impossible type of reflex. If the 
reflex was via a central synapse, spasm should certainly 
go in an amputated limb. Yet one can find the spasm 
persisting in the amputated limb (personal collected 
eases). Neither deep anzsthesia nor spinal anzsthesia, 
which block sympathetic tone, will in my experience 
release major-vessel spasm. Spasm may even be induced 
in the vessel while the surgeon is operating with the 
patient under spinal anesthesia, according to Learmonth 
(1943), Griffiths (1943) and Lake (1943). 
ere are of course local vascular reflexes, but these 
are mainly.connected with the skin, which having con- 
stantly to face injury needs such a mechanism. The 
sympathetic system of the limb is probably best viewed 
as an effector mechanism—one of a number—for con- 
trolling the circulation. The sympathetic supply to the 
deeper vessels, compared with that to the skin and 
superficial structures, is relatively poor. The deeper 
vessel nerve-fibres often appear to be as functionless as 
the large amount of unused muscle of the major vessel. 
But in states of emergency, such as shock or asphyxia, 
such smooth-muscle contraction comes into its own. 
It has become customary to regard the sympathetic 
as having an adverse influence on the return of the 
circulation after vessel ligature, in that it holds the 
collaterals in so-called spasm. 'The sympathetic system 
is said to keep the limb cold, and ‘ physiological ”’ 
release by plexus block or eee has therefore 
been urged. It is important to discuss this view, for it 
enters largely into the treatment of the limb with the 
vessel in spasm. Considerable evidence is accumulating, 
as Freeman and Grodins (1941) point out in a review of 
the peripheral circulation, that the circulation to skin 
and muscle may be independently regulated; that 
changes occur in the skin with opposite or no changes 
in the muscle. Friedlander and his associates (1940) 
observed that neither paravertebral block, spinal 
anesthesia, nor reflex heat dilatation, increased the 
muscle circulation, though they always increase that 
to the skin. Kunkel and Stead (1938) in a study of 
peripheral vascular diseases have pointed out, also, that 
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a normal blood-flow to the foot does not rule out an 
inadequate circulation to the muscles of the calf. The 
sympathetic system by its control of the cutaneous 
circulation is of great importance, I think, in the anzemic 
limb, for it prevents the pooling of blood in a relatively 
unimportant area. The trauma that injures the vessel 
may sever or damage the main peripheral nerves—and 
therein the sympathetic fibres. The cutaneous dilata- 
tion that follows this vasomotor paralysis may not be 
without danger, and may be the determining cause of 
the under- 
lyingmus- 
cle death 
—the 


Volkmann 
lesion. ( 
Putti re- 


ported in musce 
1938 that : 

he had to 
operate on 
44 nerve }SKIN 


lesions in Fig. !|—Collateral circulation. Major branch distributes smai! 
58 Volk- branches to the skin until it reaches distal group of muscles 

“ (B). The amount of blood reaching these muscles will depend 
mann § on total cross-section of these vessels. The vessels to the skin 
cases. may be minute but the sum total of them opened will result in 
Thomas 2major leak. To dilate these vessels by reflex heat vasodilata- 


> tion or sympathectomy may therefore starve the distal muscles 
in 1909, oftheir blood. 


reviewing 

Volkmann’s contracture, reported nerve lesions in 
60% of 107 cases. Griffiths (1940) reported that 10 
out of 13 of the severe Volkmann cases in his series 
had lesions of the peripheral nerves. From experience 
in the last war, Makins (1922) reported that injury to 
nerves, especially the median in the upper extremity 
and the internal popliteal in the lower, favoured gan- 
grene. We thus see that the cold limb, said to be 
due to spasm of the arterial collateral circulation, is in 
fact a protective measure, and to dilate the skin vessels 
by forced heating or sympathectomy may not be helpful 
(fe. - What avail if we save the skin and lose the 
muscles ? 


LIGATURE 
or 


SPASM 


ARTERECTOMY 

The idea that a damaged segment of a vessel holds the 
collateral circulation in reflex spasm was first suggested 
by Leriche in 1917. He advocated excision of a segment 
—arterectomy. If an arterectomy cuts the reflex arc, 
then there should be a dramatic immediate return of 
the circulation. This doesn’t happen. What sort of 
‘‘ reflex’? is it that takes days to act? H. O. Clark 
reports 2 days delay before the warmth of circulation, 
not the pulse, returned after posterior tibial arterectomy; 
iW. Park 2 hours after arterectomy of the axillary, 2nd 
part; D. L. Griffiths 15 minutes and A. R. Murray 
several hours, after brachial arterectomy; S. Wass, 
after a common femoral arterectomy, 2 days (personal 
communications 1943). Only in the arterial or arterio- 
venous aneurysm may arterectomy be followed by 
immediate return of the pulse, and here presumably the 
collateral circulation is already well established. It 
is reasonable to expect that procaine hydrochloride 
spilling around the damaged vessel would release the 
hypothetical collateral grip. This has been done in 
many reported and personal collected cases and has 
almost always failed. The procaine spilling does, 
however, block the local major nerve—e.g., the median. 
This will lead to cutaneous vessel dilatation, and the skin 
warmth may give the impression that the deep vascular 
supply has fully returned. Contusion or severe damage 
of the nerve may have the same effect. I think arter- 
ectomy is of value—but for reasons different from the 
reflex theory. There may be blood-clot filling the 
vessel lumen, either under the site of the spasm or 
proximal to and beyond it (fig. 2). This is a state of 
affairs similar to that followizig an embolus, where it is 
so important to remove the secondary clot which often 
extends right down the limb. The trauma that initiates 
the spasm may damage the intima; this will be the 
starting-point of thrombosis, and later of secondary 
clot formation. If the damage is severe the muscle 
cells too suffer, and the vessel cannot go into spasm, or 
only feebly. Large clot formation under the site of 
injury is then favoured. This is to be especially sus- 
pected, I learn from the cases, when the pulsation is 
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weak. Itis important to remember that in any ruptured 
major vessel the distal end often contains blood-clot— 
and the distal end should be inspected before clamp 
ligature. During the last war this risk of thrombosis 
and obliteration of the lumen was well recognised, and 
Makins (1922) advocated that any large vessel obviously 
contused and apparently thrombosed should be locally 
excised. Such severely contused vessels don’t go into 
spasm, for the muscle cells are destroyed. As Makins 
has shown, it is subsequent separation of this ‘* dead 
area ’’ that later results in secondary hemorrhage or a 
traumatic aneurysm. 

Whether a small local contusion can act as a source of 
irritation and maintain a state of spasm, I don’t yet 
know. Griffiths (1940) thinks it can and has done local 
brachial arterectomy on two such cases where there was 
extensive spasm; this was followed by full recovery 
of the limb. I am inclined to think the spasm was 
initiated by the original traumatic force, and the local 
contusion is but part of the “ biff.”” 1 think a particular 
type of stimulus is required to initiate the spasm. Leveuf 
(1938) has operated on two cases with arterial contusion 
—and yet no spasm. I have operated on one such case. 

If a small contusion can cause arterial spasm, we 
should expect the crushing ligature or the contusion of 
the recently sutured vessel to maintain long spasm of 
the distal vessel. At times this may happen, but I 
think the spasm is then due to the traction on the vessel 
rather than the ligature. Such traction, though slight, 
is often unavoidable—for example, in dissecting out an 
adherent arterial aneurysm. I am grateful to Professor 
Seddon for a case which [ think suggests this distal 
vessel spasm : 

He excised a popliteal aneurysm with over a year’s history, 
in which Hunterian ligature had been done before admission 
under his care. The collateral circulation was presumably 
already established. Operation was under a tourniquet. 
Skin temperature records showed that when the tourniquet 
was taken off the foot stayed at 23° C. (room temperature 
18°C.) for 19 minutes and then warmed up rapidly. 
Richards and Learmonth (1942) have published a similar 
case : 

This was also a popliteal aneurysm, but Professor Learmonth 

had done a sympathectomy 3 weeks before excising the 
aneurysmal sac. The operation was also under a tourniquet 
with a spinal anesthetic. Records of skin temperature 
showed no rise for 5 
hours after opera- 
tion, and then the 
temperature rose 
rapidly. 
Here, too, the 
collateral circula- 
tion had had time 
to develop, and 
both the sympa- 
thectomy and the 
spinal anesthesia 
should have 
released any 
vasoconstrictor 
influences. The 
case is further 
evidence that the 
distal major- 
vessel spasm 
accounts for the 
delayed rise in 
temperature. 

The contusion 
of a sutured vessel 
does sometimes 
seem to maintain 
the vessel in 


| 


Fig. 2—What may happen to the vessel in spasm : 


a) Spasm ; collaterals functioning ; satisfactory 
low. (b) The vessel in spasm but distal clot, SP&S™. Griffiths 
The collaterals have no distributing channel. (c) (1938) has com- 
Organisation of the clot to proximal branch, mented on the 


The collaterals now empty into small channels in 
the vessels traversing the organised clot; this 
results in a weak pulse. (d) Distal vessel-spasm 
following (say) vessel traction ; collaterals have 
no distributing channel. (e) Arterial spasm, 
laceration of the collaterals. Blood-clot will 
prevent their r. (f) Arterial spasm involving 
the origin of collaterals. No distal blood-flow. 


slow return of the 
pulse after embo- 
lectomy. This is 
especially noted 
after operation on 
the larger vessels, 
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such as the femoral, where strong traction is often 
applied by slings to arrest the distal propagation of clot. 
It is this traction I believe that initiates the spasm. 
In the simpler embolectomies, as in the _ brachial 
artery, where no strong traction is necessary, the full 
circulation returns immediately. Perhaps the moral 
of all this is that when the major vessel has to be divided 
and tied, as little dissection, stripping and pulling as 
possible should be done, and from what we know of 
spasm a strong pull by artery forceps to deliver the 
vessel should be avoided. 
GENERAL CONDITION AND SPASM RELEASE 

Jobn Hunter regarded an artery as a “ supplementary 
heart.’’ It can be influenced, therefore, in many ways, 
and the release of local spasm depends on general factors, 
such as shock. I am indebted to Dr. E. G. L. Bywaters 
for a remarkable case illustrating a major-vessel contrac- 
tion or spasm in the shock state. 

A patient in poor condition after a crushing injury, due to 
trapping of the right arm and right leg, complained that the 
left arm had gone suddenly nvr .b, and the pulse disappeared 
from this limb. Shortly afterwards the left leg suddenly 
became numb and the pulse here disappeared ; the patient 
died, and at autopsy no arterial damage was found in any of 
these limb vessels. 

John Hunter was also interested in the problem of 
what happens to the major vessels in haemorrhage 
shock. He exposed the carotid and crural arteries—l 
think the subject was his famous ass—and then allowed 
the animal to bleed to death; the major arteries he 
observed ‘‘ became smaller and smaller.’’ During the 
last war it was well known that shock-producing factors, 
such as pain, fatigue, dehydration and exposure to wet, 
favoured the onset of gangrene. At times, the general 
condition—that is, vasoconstrictive shock—appears to 
determine the onset of a Volkmann lesion. Surgeon 
Commander J. A. Shepherd (1943) has published recently 
such a case. C. H. Cullen (personal communication) 
has observed a Volkmann lesion develop within 12 hours 
after a simple fracture of the shaft of the humerus in a 
patient shocked by other associated multiple injuries ; 
and I have collected other similar cases. 

In a rather different type of shock—that from burns— 
the skin vasodilatation may shunt the muscle blood 
and determine the onset of the Volkmann lesion. The 
following case suggests this march of events: 

A sailor received second-degree bomb-flash burns, and at 
the same time sustained a simple fracture of the radius. 
When he arrived at hospital the cedema was already estab- 
lished. He was cleaned up and the burns were silvered. A 
padded plaster—a mere shell—was applied to the forearm. 
Later he complained of severe pain in that limb, and as the 
plaster was loose the pain was regarded as due to the burn. 
The pulse was not then noted. By the 4th day he obviously 
had a Volkmann’s contracture and the pulse was then fully 
present (Cohen 1941). 

This effect of the vasodilatation of burns on the muscula- 
ture needs further observation. 
SPECIAL FEATURES OF VASCULAR SPASM 

Duration of spasm.—A major vessel may remain in 
spasm for a variable period ; 20 minutes, | hour, 4, 6, 
17 and 24 hours, are times in my collected cases. The 
spasm can persist even unto the death of the limb. 
Surgeons have often said to me, ‘ Surely if the limb is 
dying the artery will die and the spasm will release 
itself.”’ But plain muscle, as I have indicated, needs 
very little oxygen and the artery survives for some time 
after the rest of the limb is dead. Iam not yet certain, 
but from clinical cases it seems to me that such clam- 
like spasm will relax on the 3rd or 4th day. John 
Hunter did a simple but striking experiment on this 


question. He observed the vessels of the cord of a 
detached placenta. Daily he ligatured and cut off 
segments. The vessels remained contracted till the 3rd 


day when the vessel mouths were seen to have opened 
slightly. On the 4th day they were completely open. 
The experiment shows that spasm may be maintained 
for 3 or 4 days after the circulation has ceased 

The extent of vessel closure in arterial spasm varies. 
Sometimes the vessel is completely closed. This is 
especially the case where spasm has followed the im- 
pingement of a fracture fragment or the application of a 
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tight tourniquet. In the “ crushing injury ’’ cases that 
followed limb trapping (in some of the air-raid casualties), 
Bywaters, et al. (1942) found that an intense arterial 
spasm was the commonest cause of the limb ischemia. 
As a rule there was no evidence of damage to the main 
arteries of the limb, though some of the smaller arteries 
were thrombosed. The persistence of this spasm even 
after rapid freeing of the victim is regarded as responsi- 
ble for the subsequent muscle death. According to 
Bywaters (1942) it is the autolysis of this dead muscle 
that determines the ultimate renal failure. At other 
times the vessel lumen appears to be merely narrowed, 
not sufficiently to interfere with the distal blood-supply. 
This is especi- 
ally so in the 
spasm that 
follows a “‘ near 
miss of the 
vessel. 

Pain in 
arterial spasm. 
—It is natural 
to picture a 
local agonal 
state of the 
Fig. 3—Black patch of dry skin gangrene, quite often peyt es pwr 


seen in air-raid casualties ; apparently due to being 
hit by flying debris. 


ing feature of 
some of the 
cases, especially those with war injuries, is the absence of 
pain. The work of Lewis, Pickering and Rothschild 
(1929), and Lewis (1942), has shown that in arterial 
ischemia the pain is an expression of muscle cramp. 
If the limb muscles are working hard at the moment of 
obstruction, the onset of exquisite pain is immediate. 
The limb at rest merely feels numb. A sensation of 
cold, of the limb being dead, is often complained 
of rather than pain, especially in cases of fracture spasm. 
Some of the spasm cases I have noted have paroxysms 
of pain, rather like an intussuception. 

Arteriovenous spasm.—It has been suggested that 
venous trauma or thrombosis may cause reflex arterial 
spasm. I have searched for cases where a traumatic 
venous injury, or thrombosis could be said to have 
definitely caused limb damage by producing reflex 
arterial spasm, but I have not come across one. But I 
have found a case where thrombosis was present and yet 
there was no arterial spasm. In an air-raid casualty 
that died 14 days afterwards, I found an unsuspected 
thrombosis of the posterior tibial vein with normal 
artery. During life there had been no indication of any 
arterial spasm or damage (figs. 3 and 4). 

Suppression of hemorrhage and arterial spasm.—What 
is the stimulus to muscle contraction when the vessel is 
divided? Isit the 
direct trauma of 
the cutting knife ? 
1 don’t think so. 
We know that in a 
lateral wall open- 
ing or an embolec- 
tomy arterial 
spasm does not 
follow. The 


Fig. 4—Exploration of posterior tibial vessels deep = pyogwel does n’t 
to gangrene : thrombosis of both veins (the clot 2 
can be seen protruding) ; normal arterial vessel, respond to cut- 
confirmed on section. No indication of arterial ting, but requires 
spasm during life. Same case as fig. 3. a definite type of 
impulse—disten- 
sion—to make it contract. So the vessel. I believe it is 
the sudden elastic recoil of the divided vessel that acts as 
the stimulus, by altering suddenly the length of the muscle- 
fibres. That the vessel is in a state of longitudinal 
elastic stretch is well shown by the large gap, 14 in. to 
2 in. or more, that appears when say the femoral artery 
is divided. If such a vessel be divided and the adven- 
titia remains attached, or there is a strand of vessel wall 
still holding, the vessel cannot fully recoil, and as Makins 
(1919) and Sencert (1918) have observed, haemorrhage 
will continue. Again, a vessel divided at or near its 
anchoring branches cannot fully recoil, and this type of 
injury continues to bleed. Makins (1919) has pointed 
out this tethering effect of the axillary circumflex vessels, 


‘striking 


smooth muscle of , 


the popliteal genicular branches and the gluteal artery 
branches. When an artery is divided by a blunt object 
—lacerated—there is often less bleeding ; one reason is 
that the lateral displacement of the vessel by the blunt 
instrument stretches it in length before division takes 
place and is a stronger stimulus to spasm contraction. 
The longitudinal elastic recoil of a vessel is actually so 
strong that it enlarges and pulls apart the edges of a 
punctured transverse wound, which therefore bleeds more 
freely. A longitudinal wound on the other hand doesn’t 
divide the elastic fibres across, so that suturing is more 
possible. The spasm that follows division of a vessel 
‘seldom affects more than about an inch of the vessel. 
It is indeed a remarkable mechanism whereby the 
elasticity of the vessel which speeds the blood-flow. 
initiates the impulse that seals the flow when the vessel 
is severed. 

Tourniquets and arterial spasm.—Considering the 
enormous number of operations being regularly per- 
formed under tourniquets, especially by orthopzdic 
surgeons, tourniquet arterial spasm is indeed rare. 
I have made extensive inquiries from the leading 
orthopedic surgeons in this country and have only been 
able to collect 4 such cases There are plenty of com- 
plaints about the misuse of the tourniquet, its un- 
necessary use in first-aid and its malapplication ; there 
is the ‘‘ forgotten ’’ tourniquet, and nerve damage from 
pressure is sometimes seen, but vascular spasm com- 
plications are hardly ever encountered. Experimental 
workers have been unable to produce arterial spasm with 
the soft rubber tourniquet. Wilson and Roome (1936). 
experimenting on dogs, applied tight rubber tubing 
tourniquets around the level of the hip-joint for several 
hours ; radiopaque injection subsequently showed no 
arterial spasm. Barnes and Trueta (1942), using a very 
tight wire tourniquet held for 44 hours, have produced 
arterial 
spasm in 
the rab- 
bit. They 
have pub- 
lished 
some 


radio- 

paque _ Fig. 5—Gangrene of hand following the application of a tight 

pictures Esmarch tourniquet at the lower axillary margin for 45 
f hi minutes. The radial pulse returned on the 3rd dayy 

of this (Cohen 1941.) 

spasm. 


The main artery of a limb is well cushioned off, especially 
in the thigh, by the muscles. Where the vessel in tourni- 
quet-spasm has been exposed by operation no vesseldamage 
has been found (2 cases—Grifliths ; personal communica- 
tion). Trueta and Barnes in their experimental work 
found the vessels uninjured. Besides, the circumferential 
squeezing type of compression of the tourniquet is not 
the particular type of stimulus that initiates arterial 
spasm. Tourniquet-spasm is initiated by the brutal 
experimental tight type of constriction (fig. 5). 1 
suggest to you that arterial spasm following the tourni- 
quet is entirely different from the myogenic type of 
arterial spasm which we have been mainly discussing. 
It is a shock response. The reflex arc starts probably 
in the skin, or deeper tissues, and the sympathetic 
system serves as the efferent vasoconstrictor mechanism. 
It is not the length of time that the tourniquet is on that 
induces spasm—for operating with the patient under 
refrigeration anzsthesia I have kept on the tourniquet 
for 44 and 34 hour periods and there was no subsequent 
vessel spasm. Allen et al. (1942) has kept it on in the 
human for 6 hours—also with no subsequent arterial 
pathology. The fact that the opposite limb was also 
involved in spasm, as in Barnes and Trueta’s experi- 
mental work, must mean that the reflex has to travel via 
the spinal cord. This type of spasm thus falls into line 
with the experimental work of O’Shaughnessy and Slome 
(1935) on the nervous factor in a particular type of shock 
—that following fracture of the femur—where they were 
able to prevent shock by major nerve section or spinal 
anesthesia. No special comment was made by them 
on the state of the vessels. Trueta and Barnes have been 
able experimentally to release, but not completely. 
tourniquet arterial spasm by sympathetic ganglion- 
ectomy. Novocain-block of the major nerves may be 
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an advantage as it will deal with the afferent impulses, 
and at the same time block the sympathetic vaso- 
constrictor fibres. This therefore seems to be rational 
therapy. 


FRACTURE AND ARTERIAL SPASM 


In discussing this problem with numerous general 
surgeons and orthopedic surgeons I find that, some time 
or another, nearly all have had such cases. My ortho- 
peedic colleagues tell me they quite often observe absence 
of pulse for 20 minutes or an hour after fracture manipula- 
tions. The importance of arterial spasm in connexion 
with Volkmann’s contracture was ably dealt with by 
Griffiths in an Hunterian lecture in 1940. He showed 
that arterial injury was the cause of the lesion, and he 
indicated the importance of exploring such cases. In 
the leg, Volkmann’s contracture is often missed; it 
nearly always necessitates amputation. In a crushing 
injury, therefore, with many hours’ history of lower limb 
pinning and almost certain muscle death in that time, 
due to the prolonged intense arterial spasm, the surgeon 
should amputate the limb early, rather than pursue 
conservative treatment and risk the patient’s life. 

The extent of the vessel spasm with a fracture varies. 
With a fractured humerus it may go up to the axilla 
and usually reaches the coracobrachialis insertion. 
With a fractured femur it may extend up to the lower 
part of Scarpa’s triangle. As a rule the profunda 
femoris and the profunda brachii escape. Arterial 
spasm is known to have followed fracture of every one 
of the long bones. I have been unable to find any cases 
of hand or foot injuries followed by proximal arterial 
spasm, and since these are unlikely to stretch the proximal 
vessels, we should not expect to find such spasm. 


I have collected 2 cases where arterial spasm followed 
shoulder dislocation. In both the spasm occupied the 2nd 
part of the axillary artery—from the acromiothoracic 
branch to the subscapular artery. In one case Mr. K. O. 
Parsons of Birmingham said the vessel looked so small that 
when he first exposed it he thought it had been torn and 
there was merely a connecting strand of adventitia. In the 
other case Mr. W. Park found a well-marked contracture, 
about 1 in. long in the middle of the second part ; below it 
the artery looked normal though slightly contracted. Arter- 
ectomies were done in both cases a few hours afte: injury, 
and in both the circulation fully recovered. 


More observations are needed in cases of doubtful 
vascular injuries—for in the warm limb the fate of the 
muscle appears to be decided within 6-12 hours; in 
cold conditions it may remain viable much longer after 
circulatory arrest. A warm limb does not necessarily 
mean that the circulation is good, for in a warm bed 
it takes many hours for that limb to cool down—even 
up to 20 hours. Plaster should not be used if vessel 
damage is suspected— it is easy to compress the collaterals 
over the bony points. Splitting the plaster when it is 
suspected to be too tight is often not enough to prevent 
the case progressing to gangrene. With a _ serious 
vascular obstruction there is a loss of motor power within 
15-30 minutes, and inability to move the toes is often a 
reliable signal that the plaster is too tight. I suggest 
the use in such cases of a Thomas splint with slight 
skeletal traction when necessary to fix the fracture. 
I say slight traction because often a mechanical cause 
rather than arterial spasm is maintaining the circulatory 
obstruction; one may find the vessel kinked over a 
fracture end or trapped between the bone ends. In 
reducing a fracture the surgeon has to remember that the 
repeated manipulations may lash the vessel and start the 
spasm. We know that the onset of gas gangrene will be 
favoured by a poor blood-supply, and that such gas 
gangrene rarely starts after 48 hours. So in areas 
where there is much muscle, such as the calf, shoulder and 
thigh, it may be advisable to be content with imperfect 
bone position for the first few days. 


SEGMENTARY ARTERIAL SPASM AFTER GUNSHOT WOUNDS 
The following case illustrates some of the clinical 
features. 
A medical orderly attached to an adjacent hospital was 
injured at his elbow-joint by a bomb fragment. He was not 
shocked, but the radial and ulnar pulses were absent on the 


MRE. COHEN: TRAUMATIC ARTERIAL SPASM 


[JAN. 1, 1944 5 


injured limb ; 6% hours later he came to operation. During 
all this time the pulse had not returned. Complete brachial 
artery division was suspected. As I was anxious to preserve 
the collaterals a blood-pressure tourniquet was applied. The 
wound was excised and the vessel cleared. No periarterial 
sympathectomy was done, but mere cleansing of cellular 
tissue. A bruise was observed over the lower end of the 
brachial artery. The tourniquet was now released, and 
immediately it was noted that the radial pulse had fully 
returned (Cohen 1941). 


The history of other recorded cases is similar. There 
is no question of obstruction or pressure by a haematoma. 
Hot serum and saline applied locally with freeing of the 
vessel have in some cases restored the circulation—in 
some they haven’t. Kuttner and Baruch (1920) have 
observed a very small pulse-wave passing through the 
contracted part. There is no evidence in these cases 
that the collateral circulation is also held in spasm. 
The extent of this type of spasm is usually about an 
inch, sometimes up to 2 in. The details in the recorded 
cases are incomplete, but after mere exploration the 
pulsation appears to have returned sometimes at once, 
sometimes in 3 to 4 hours, and usually within 24 hours. 
The pulse may return for a short time and then dis- 
appear again; or it may return and be weak for 24 
hours, and then become full again. From reported cases 
this type of spasm seems to be innocuous, though bad 
results are seldom published. | would advise early 
exploration, because no-one can be certain whether an 
absent pulse is due to division, thrombosis or spasm of 
the vessel. Exploration will enable an arterectomy to 
be done if the vessel is contused or contains clot. If the 
vessel wall appears normal, I would say apply local 
warmth, don’t do a periarterial sympathectomy, because 
this procedure may even prolong the spasm. An arter- 
ectomy is inadvisable if the local tissue damage is 
extensive. It may finally seal the fate of the limb. 


MANAGEMENT OF THE ANZEMIC LIMB 


All local measures come to naught if the general condi- 
tion is not attended to. Matas (1940) has well said 
that in the cold, dehydrated, exhausted, exsanguinated 
soldier, anything else is but a therapeutic parody. 
Blood-transfusions given early, rapidly and in massive 
amounts are essential. Rest for the limb is important, 
for the nutritional needs of resting muscle are small. 
Morphine assists this by allaying restlessness and damp- 
ing down the cell metabolism. The ana#mic limb should 
not be allowed to wallow unsupported in the bed. 
Immobilisation, besides limiting infection, will limit 
absorption. It will keep the temperature down and 
thus minimise the surface vasodilatation. The limb 
should be elevated. It does not, as has been suggested, 
empty the arterial tree and cause capillary anoxia. 
McDowall (1938) brings evidence to show that in man 
there is a well-developed vasoconstrictive mechanism 
to prevent blood accumulating in the dependent parts. 
In the erect attitude he shows that the volume of blood 
flowing from the lower limbs may be reduced by 50%. 
As far back as 1895 Oliver showed this reduction in size 
of the radial artery. Proger and Dexter (1934) and 
Yeomans, Akeroyd and Frank (1935) have also demon- 
strated the decrease in the volume and velocity of the 
leg circulation in the depend nt limb. Elevation does 
empty the veins, but as Professor Bazett (1941) observes. 
the reduction in bore of the collapsed veins increases the 
resistance to capillary flow, and it is found that the 
peripheral venous and capillary pressures are thus 
maintained ‘‘ close to their normal values.’’ Elevation 
by diminishing venous pressure and increasing lymph 
flow prevents oedema which will compress the capillaries. 
[I have already shown how important these are in the 
formation of the new arterioles in the obstructed main 
blood-flow. It is not sufficient merely to elevate on 
pillows, the splint must be deliberately suspended. 

To force the collateral circulation regular immersion of 
the unaffected limb in hot water has been advocated. 
| don’t think this advisable in the early stages ; for if 
the superficial vessels are dilated, the deeper muscle 
circulation will suffer. For the first 72 hours, | think 
ice-bags suspended over the limb to keep it cool are 
indicated. I say 72 hours because with the reduced cell 
metabolism with cold, the skin is well able to withstand 
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cooling for as tone as ‘this. ‘Where I have am utated 
- by the refrigeration method of anesthesia of Allen 
(1941, 1942), even 4 days of ice-bags has not interfered 
with skin healing. By keeping the limb cool we merely 
mimic nature, for when a tourniquet is applied the 
exposed limb cools to about room temperature—say 
15-20° C. Lake (1942), who did excellent work on this 
subject in the last war, has shown that below 15° C. 
cell metabolism becomes so much reduced that kata- 
bolism practically ceases, and life can be maintained in 
this state foralong time. Cooling thus enables life to be 
maintained while the collateral circulation is being 
established and repaired, a much more ~— process 
than we suppose. I have not recommended keeping the 
limb completely enclosed in ice, for that will interfere 
with fibrin formation and the whole process of repair ; 
certainly icing of the skin edges of the amputation stump 
will prevent the edges gluing together. Cold does not 
appear to induce arterial spasm in the deeper vessels in 
these cases. have observed in 4 cases of amputation 
with refrigeration that when the tourniquet is removed 
there is free bleeding from the cut muscle, but the skin 
vessels do not bleed. The vessels well below the tourni- 
quet pulsate freely. Allen and his colleagues (1942), too, 
have carefully examined the vessels in well over 50 cases 
amputated under refrigeration and report no abnormality. 
The fact that the deeper-than-skin vessels are not 
affected may be of great importance in the air-raid 
‘crushing injury,’’ where there is intense arterial spasm 
akin to that produced by the crushing tourniquet. I 
have already suggested that this is a shock aaa 
If the local tissues are kept cold until the circu ation 
returns, the chances of muscle survival are considerably 
increased, and muscle autolysis and renal sequele may 
thus be averted. If the patient is trapped for many 
hours before admission, the fate of the muscle will 
already have been decided. Blalock and Duncan (1942) 
show experimentally that if a limb is enclosed in a tight 
ress (to mimic the trapping conditions) for 5 hours, and 
is kept iced during this period, the animals nearly all 
survive, and the subsequent renal and blood-pressure 
changes are minimal. If the ice is applied after the 5 
hours crushing, all the animals die. These findings may 
have important applications in the treatment of crushing 
injury. For the ordinary anzmic limb, cooling rather 
than icing is indicated for the reasons of repair. John 
Hunter summed it all up when he said, ‘‘ Cold debilitates 
or lessons power when carried too far, but at first lessens 
action.’ 
SUMMARY 

This broad survey of arterial spasm is based on 120 
collected and personal arterial incidents, in most of which 
spasm was a feature, and experience with air-raid casual- 

. ties running into four figures. I have avoided going too 
much into details because as Montaigne says, ‘‘ What- 
soever is sliced into very powder is confused.”’ 

The peculiar responses depend on the natural con- 
tractile properties of the smooth muscle of the arterial 
wall. <A particular type of stimulus—lash of the vessel— 
is required to initiate spasm. There is need to review 
our attitude that on ligature of a main vessel, it is 
pathological cramp of the collaterals which is responsible 
for the death of the limb. The fate of the limb is often 
determined by the extent to which the collaterals are 
damaged, and hematoma formation may prevent 
collateral repair. 

The sympathetic system is not concerned in the local 
spasm of the main artery, but by keeping the cutaneous 
circulation closed the sympathetic system prevents the 
blood pooling in the relatively unimportant skin areas 
and so starving the muscles. Thus where the sym- 

thetic fibres are destroyed, as in associated nerve 
injuries, the onset of a Volkmann lesion may be favoured. 
The muscle circulation cannot be assessed from observa- 
tion of the skin circulation. 

The operation of arterectomy has no reflex effect in 
cases of arterial spasm—it may be of value, but purely 
for mechanical reasons, such as removal of clot or of a 
contused segment of the vessel in which clot is likely to 
form. A local arterial bruise does not by itself act as 
an irritant focus and maintain spasm—this was initiated 
by the original blow. Pulling on the distal half of a 
vessel during ligature or embolectomy may initiate a 
spasm lasting varying times. Venous trauma is unlikely 
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to cause arterial spasm. from a 
divided vessel is checked by the spasm induced by the 
stimulus of the elastic recoil of the vessel. When this 
recoil is prevented contraction is defective. 

Tourniquet spasm, and the allied condition following 
crushing injury, is of an entirely different type—a shock 
response—and, for this, nerve-block and icing of the 
limb till the circulation is restored are advocated. 

In the arterial spasm following fracture early operation 
is needed, and repeated manipulations during the first 
48 hours are to be avoided. 

Segmentary (military) spasm is regarded as innocuous, 
but exploration is advisable because the state of the 
vessel cannot otherwise be determined. 

In the management of the anemic limb elevation is 
important. The limb should be kept cool, not iced. 
Icing is reserved for the crushing injury. Spasm of the 
deep vessel is not induced by refrigeration of the limb. 
Attention to the patient’s general condition is the 
primary consideration. 


A large number of surgeons sorted out, or discussed with 
me, their cases of vascular injury. It is impossible to acknow- 
ledge adequately, in detail, their great help. 
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- . I declare that 10 million French people in the 
towns are suffering from slow starvation, that 2 million of 
them are liable to succumb to starvation either indirectly as a 
result of contracting infectious diseases or directly. The most 
serious shortage is that of fats. ‘Townspeople are eating four 
times less fats than before the war. In the present state of 
affairs, the only practical method for ensuring the feeding of 
the French population both rural and urban consists in 
developing the cultivation of oleaginous plants.’’—Prof. 
CHARLES RicHEeT. Bulletin de Vordre des Médecins de France ; 
quoted by Méd. et Hyg., Geneva. Sept. 15, 1943. 
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REACTIVE ANXIETY AND ITS 
TREATMENT 


GERALD GARMANY, MB MANC, DPM 
NEUROPSYCHIATRIC SPECIALIST RNVR 


NAVAL personnel have been exposed, during the first 
three years of the present conflict, to stress of a sustained 
and sometimes exceptional kind. Many men have passed 
through all the major campaigns in Norway, France, 
Greece and Crete ; some have been survivors repeatedly 
or have been wounded and adrift in open boats for days ; 
and many have sustained the stress of long and lonely 
patrols, minesweeping, and raider-hunting. The lesson 
of experience of these men is one far removed from 
gloomy despondency and displays very clearly what 
underestimation of nervous capacity there has sometimes 
been in the past. 

This paper is based on outpatient work in a large 
Naval depot. Most cases were recent—newly joined, 
constitutional neurotics awaiting their first draft to sea, 
recent survivors, and men feeling unable to continue 
after a long period of stress. These cases have all been 
examined, treated in depot, finally assessed and their 
subsequent drafts noted. A man failing to adjust to his 
draft is returned to depot and back to the psychiatrist, 
a system which effectively restrains prognostic optimism. 
A close liaison with the psychiatrists at the Naval 
hospital near by is maintained and cases discharged 
from there are taken over for any further treatment 
and for eventual disposal. Treatment is outpatient in 
type ; cases are a minute percentage of the healthy men 
in depot awaiting draft, and they perform full duties in 
depot, not being distinguished in any way from their 
fellows except that on the average they attend the 
psychiatrist once a week; on completion of treatment 
they are made fit for sea service or shore service, or are 
invalided. 

NATURE OF ANXIETY 

The sustained and conscious tension of reactive anxiety 
may occur in diffuse form, so that anxiety or a psychic 
equivalent is experienced and complained of as an entity, 
together with irritability or depression, or at times 
depersonalisation. ‘‘ Tight band ’’ headaches, tremor, 
fatiguability, insomnia and loss of weight are almost 
constant symptoms. It is the custom in the Navy, 
wherever possible to obtain, unknown to the patient, 
a confidential report from an officer with whom he has 
served, giving information about the man along prescribed 
lines. Such independent accounts are of great value : 
they have emphasised the importance particularly, of 
behaviour change as shown by obvious irritability and 
morose solitariness. 

The pathogenesis of local symptoms can usually be 
traced to one of three origins—a constitutional pre- 
disposition as shown, for example, by a family incidence 
of gastric disorder, an acquired tendency derived from 
group experience, or merely to a common psychosomatic 
relationship such as the “sinking feeling” of fear. 
Family or group tradition and example are important 
factors modifying these tendencies and it is an interesting 
fact that comparatively few men in the Navy report sick 
with seasickness, which is certainly not an indication of 
its infrequency but rather of the Naval or group attitude 
in respect of the affliction. The commonest types of 
localisation of symptomsare found inthe cardiorespiratory 
system, as inframammary pain, dyspnea of effort, 
palpitations and tightness of the chest ; in the alimentary 
system as flatulence, discomfort, acid risings and 
diarrhoea ; and genito-urinary complaints include fre- 
quency and prostatorrhoea. Sudden panic-like exacerba- 
tions, or anxiety attacks, may either be superimposed, 
or arise as isolated episodes in a patient showing little in 
the way of manifest anxiety in the intervening periods. 
They are often seen in anxiety of recent onset and are 
predominantly somatic in character with palpitations, 
urgency of micturition, nausea, a feeling of choking and 
dizziness. A desire to flee or an inability to move may 
be present, together with a sensation of intense fear 
and consciousness of impending disaster. 


FACTORS IN INCAPACITATION 
That a man has reached a stage when he can no longer 
continue his work in unmodified form is sometimes a 
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decision reached by himself. Most commonly however 
the deciding factor is provided by the influence of an 
observer. A certain number of cases are referred by 
divisional officers or chaplains, and a_ considerable 
proportion are made to report sick by leading hands 
or petty officers who observe unusual behaviour or 
report that a man is useless in action. The value of 
such independent lay testimony is of course enormous. 
Another group of considerable dimensions is formed by 
those whose wives or relatives remark a personality or 
behaviour change and either induce a man to report 
sick himself or write letters in expression of their concern. 
The family ‘‘ health conscience ”’ or attitude to disability 
is of tremendous importance, and the medical future of 
@ man who goes on survivor’s leave is in very large 
measure determined bv his familial reception. This may 
take the form of reinforcement and encouragement to 
endure or may consist of commiseration, and thoughtless 
excess of sympathy. It is with the threshold of tolerance 
of anxiety and what we can do to raise its level above 
the resting value or in those in whom it has fallen, 
that we are primarily concerned. 

These factors briefly surveyed, fall into four groups 
signs, symptoms, psychosomatic structure and group- 
sense. A tremor of the hands in a writer, or functional 
asthenopia in a coder, may of themselves prove 
incapacitating. The inability to read, or to react 
quickly and correctly to verbal orders, in the case of 
a man of subnormal intellect; repeated punishment 
for faults ascribable to lack of comprehension ; or easy 
suggestibility to the advice and doctrines of psychopathic 
shipmates, are all factors in themselves productive of 
anxiety and represent a big handicap in adjustment to 
Service life. Far more important are the questions of 
emotional instability, of dissociative tendencies, and of 
obsessionalism which impose limits on achievements, 
and the brevity of their mention here is no index of 
their importance. 

Group-sense, a term chosen with the intention that it 
might be free from controversial implications, simply 
means an awareness of, and adherence to, group attitudes 
and values. Its importance, the essential theme of this 
paper, lies in the fact that a large proportion of reactive 
neurosis exhibits a progressive and preventable deteriora- 
tion of group-sense, and that this deterioration is the 
chief cause of chronicity of reaction. The individual 
who, being neither mentally defective nor a victim of 
chronic pathological anxiety, presents himself com- 
placently to the nearest doctor, soon after conscription, 
with the bald statement that he is terrified of bombs, 
guns and salt-water, is fortunately not a common sight 
but he is known to all. He shows no signs of an anxie ty 
state, and only by a travesty of nomenclature could be 
described as suffering from this condition. The condition 
is an indifference to external opinion and a simple, frank 
refusal to endure danger of any kind. It is a stabilised 
attitude and not an affective disturbance. The group is 
small and only important for its illustrative value. At 
the other end of the scale, a very much larger group, 
are those men, conveniently alluded to as ‘of good 
type ’’ who, by every reasonable judgment, have fought 
hard against the inroads of an affective illness and who, 
excluding complicating factors, will respond well to 
reassurance, symptomatic therapy and rest from stress. 
Group-sense here is of high order, and the symptoms 
when capitulation occurs are correspondingly definite 
and severe. In between, is the main mass of neurotics 
who present every degree of constitutional limitation, 
every degree of traumatic experience, every degree of 
reaction and every level at which incapacitation can 
develop. Therapy must have its main object in the 
prevention of deterioration of group-sense during and 
subsequent to the neurotic illness. 

TREATMENT 

Methodical sedation, not of a heavy kind, will in most 
cases clear up physical signs; appetite must be stimu- 
lated. With regard to the remainder, every case must 
be treated on its merits, and the policy pursued makes 
all the difference in the results obtained. An assessment 
must be made, in the light of his psychiatric history and 
his previous performances during the war, of the patient’s 
capabilities if he makes the fullest effort. Clearly it is ° 
useless to return a man to sea who under bombardment 
develops severe anxiety incapacitating on account of its 
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signs and symptoms (not the spurious incapacitation due 
to defect in group-sense), nor is any form of therapy 
likely to remove his tendency to the reaction in provo- 
cative circumstances. He may be suggested or badgered 
into trying again, but when the issue of the struggle is 
in no doubt it is a waste of drafting and psychiatric time 
to send him. He may be perfectly capable of shore 
service and it is both sensible and more economic to 
use him where he can remain fit. 

The belief that the robust type of man who has 
reacted with anxiety to a long period of service at sea 
and much bombardment requires a period of shore service 
proportional in length to the extent of his stress is 
completely fallacious. The prognosis in these cases, 
given the absence of complications, is uniformly good. 
All that is required is the removal of symptoms and 
the careful avoidance of implantation of a belief of 
permanent damage by the therapist. The group-sense 
of a man like this is in no doubt, in the light of his 
performance, and it should not be discussed. Indeed 
it may be strong enough to be an obstacle to therapy 
and the intolerable sense of inferiority produced by 
an affective disturbance in robust men may be relieved 
by the development of a mildly paranoid attitude 
towards the physician which is best borne in silence 
because it is short-lived. Honesty must be the basis 
of all therapy and the patient must realise that his 
condition differs only quantitatively from normal fear. 
Genuine misinterpretation when it exists must be dealt 
with early, or all is lost. In qualification it may be 
said that there are a few occasions when an economy 
of truth, not inconsistent with the policy of honesty, 
is better therapy. With some men a degree of self- 
deception and permitted repression may be less wounding 
to the ego, and achieve a cure more quickly, than perfect 
clarity of insight rigorously demanded. Unjustified 
self-esteem may be of great assistance in rehabilitation, 
and should not be attacked indiscriminately. 

Transfer of onus is a vital preliminary step. It must 
be made clear at the beginning of treatment that the 
responsibility for recovery is the patient’s and not the 
doctor’s. The function of the latter is to assist, with 
medicine and advice, the patient’s endeavours to regain 
his courage. ‘ Are you getting your confidence back ” 
is a far more productive method of approach than one 
which asks if treatment is doing good. Patients tend 
to demand—though they do not expect it—the production 
of an ideal psychosomatic entity which experiences 
neither anxiety nor pain; and unless it is clear that 
only an average functional result is expected, patient 
and therapist will spend months futilely pursuing the 
unattainable. The therapist must take care not to 
imply doubts as to the reality of symptoms, but must 
rather take the line that though he realises their presence 
he does not regard them as incapacitating and they 
must be borne. 

Patients must be given a clear conception of the nature 
of their reaction and of the fact that it differs only 
quantitatively from the physiological apprehension 
which they had experienced and overcome successfully 
before. This conception is in fact usually present at 
the outset, but it is easily destroyed by undiscriminating 
therapy and it may be the psychiatrist’s task to 
reinstate it. Misinterpreted emotional reaction if it 
exists—and it has been stressed that it very commonly 
does not—must be evaluated systematically. If this is 
undertaken it must be done thoroughly and the therapist 
has only to ask a few patients to repeat the explanation 
again a week later to realise what care, thoroughness 
and reiteration are required to avoid the most extra- 
ordinary misinterpretations of his meaning. The art 
of therapy from then on lies in the stimulation of 
group-sense by pursuing a middle course between the 
Scylla of condonement and the Charybdis of disparage- 
ment. Condonement of an anxiety reaction is inevitable 
but condonement of a perpetuated deterioration in 
group-sense is the chief cause of chronicity. 

Disparagement if too overt produces antagonism ; 
if it is absent altogether then no progress will be made. 
The injection of a mild sense of guilt about the reaction 
must be an early step and an impression of goodwill 
and understanding is necessary if this is to be done, 
Remarks must be simple and confined to the patient’s 
own case with reiterated but implicit emphasis on his 
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own obligation to retain his sense of duty at its former 
level. Platitudes and generalisations of an elementary 
kind on which there can be no possible difference of 
opinion have their value in placing therapist and patient 
on the same side of the fence. It should be clearly 
understood that the patient is going to be fit for any 
draft that comes along in a very short time, and in 
every respect the patient must be taught to regard 
a reactive anxiety state, not as a deep endopsychical 
disturbance which it is not, but as a minor malady. 
Symptoms must be treated with vigour. A gross 
tremulous agitation should be put to bed, and forty-eight 
hours’ sedation has been found in most cases to make 
discharge to hospital unnecessary. Predormal hypnagogic 
hallucinosis, anxiety dreams and insomnia must be 
successfully dealt with if the patient is to believe that 
the severity of his condition is understood ; and if the 
symptoms feature notably in the history the use of 
gr. 3 of pentobarbital soluble just before turning in 
for a week will succeed where gr. 1 of phenobarbitone 
might fail, with disastrous forfeiture of the patient's 
faith. He can then be weaned, and it is wise to enlist 
his coéperation by leaving him the option of trying to 
sleep without aid if he feels he can do so. This is a wiser 
course than prophecy, and a suspicion of ‘“ tablets ”’ 
widespread among sailors is a considerable help. The 
factor above all others which tends to success in the 
treatment of reactive anxiety is the presence of facilities 
for retaining the patient at full routine duties, living 
among other healthy men, greatly diluted by them and 
indistinguishable from them. The completeness of 
recovery and return to duty is. measured by the brevity 
of hospital sojourns, and the best occupational therapy 
for these patients is to be found in a normal day’s work. 
Psychocatharsis and analytical methods in general, 
except for a small minority, serve no useful purpose 
and indeed constitute a menace and often a disaster. 


RESULTS OF TREATMENT 


Cate- | Shore service} RN 
hos- | Inval- 
_- gory Total 
A |Temp.| Perm.| pital | ided 
Anxiety state.. ae 490 | 681 111 27 33 1342 
Hysteria we Sa 54 45 17 5 1 122 
Psychopathic 114 66 % 5 4 189 
personality 
Post-concussional state 20 42 4 7 1 74 
Endogenous 
depression, 
Schizophrenia, 6 15 1 22 5 49 
Paranoid state, 
Other states 
Mental defect oa 12 19 7 8 28 74 
Obsessional states .. |: 2 oe oa 1 2 5 
Totals .. .. | 1145 | 868 | 140 | 75 | 74 | 2302 


The table gives the results of 1342 cases drawn from 
a wide area, over an arbitrary span of time, who were 
treated and supervised until the time of going on draft. 
These were patients of variable type with varying degrees 
of reaction, but were all referred because of affective 
symptoms. A total of 2302 cases have been included 
to emphasise the numerical importance of the affective 
group, and this figure represents the psychiatric material 
which was seen over the same period of time—organic 
disease of the central’ nervous system, migraine and 
epilepsy have been omitted entirely. Psychopathic 

rsonality covers those, both inadequate and aggressive 
in type, in D. K. Henderson’s sense, who were free from 
affective disorder. Cases of reactive anxiety in whicb 

sychopathic features appeared in the history are 
included under anxiety states. Subnormal intelligence 
includes the backward, the dull and the feeble-minded, 
as a primary condition. Those with anxiety symptoms 
who were found to have poor intelligence as an etiological 
factor are included under anxiety states. It may be 
noted that no effort has been made to separate anxiety 
from depression of the reactive, as opposed to the 
endogenous, type. 
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Category A nestien that the reaction was not considered 
severe enough to require removal from the category of 
full duty, except that in some instances reservations as to 
the size of ships might be made. 

Temporary shore service includes those who for periods 
ranging from one to three months, and in a small proportion 
an extended period, received outpatient treatment, being 
then categorised as in category A. 

Permanent shore service is fitness for full duties on shore 
but unfit for draft to sea 

It will be seen that 87- 75% (1171 cases out of 1342) 
were fit to return to sea within a short time, 825% 
required modified service and 4°5°%%, were losses. Only 
27 cases out of 1342 or 2% were ill enough to require 
institutional treatment. 

CONCLUSION 

From the point of view of fear and of reactions to it, 
men fall into three classes. The vast majority experience 
the emotion and continue their tasks despite it, because 
they possess two attributes: a psychosomatic architecture 
which permits them to absorb such trauma as can be 
produced without the development of illness ; and group- 
sense, which makes it worth while to endure. The second 
class includes those who become incapacitated with signs 
of somatic derangement at a certain point. The degree 
of group-sense existing is variable, and it is important 
to realise that it may be very high indeed. It is common 
experience to see men of very timorous type who endure 
great stress without complaint and capitulate only at 
a late stage when the condition has progressed to one 
of quite severe bodily illness. Group-sense may be low 
but it must exist in cases developing fear reactions ; 
those in whom the factor is absent never permitting 
themselves to be placed—or at least retained—in peril, 
and they never develop reactive anxiety because they 
never permit a conflict to arise at all. The problem they 
present is not a medical one, and they should find no 
sanctuary with the psychiatrist. It is in the power of 
the psychiatrist to keep this all-important factor of 
group-sense at a high level and by an implicit and not 
over-weighty type of psychogogy, often to raise it. He 
must at all events prevent its deterioration. The essential 
thing is to treat the man as a combatant whose normal 
intermittent periods of fear have merged one into 
another, so that he is in a continuous state of tension 
which is pathological not in its intensity but only in its 
continuity. He must continue to be treated as a com- 
batant and not as a psychopathological curio. 

In the class of reactive anxiety proper, with physical 
signs of psychosomatic disturbance, there is every 
ground for high prognostic optimism. Early return to 
duty, and especially early diagnosis with avoidance of 
time in hospital spent in the investigation of non-existent 
somatic complaints, are the mainstays of treatment. 
Discharge from the psychiatrist’s department should be 
arranged soon after the disappearance of physical signs, 
and long periods of modified duties are to be avoided. 
Of the greatest importance of all is psychogogic therapy 
adapted to the needs of the man himself, and the realisa- 
tion that it is quite small errors in management which 
make the difference between recovery and chronicity. 

SUMMARY 

An outline of reactive anxiety of war, and its treatment 
in a Naval depot has been given. 

Results over a period have shown that 1171 (87-7°% 
out of 1342 cases were returned to full combatant duti ies. 

The importance of early diagnosis and avoidance of 
institutional treatment have been stressed. The best 
occupational therapy for these cases lies in full duty in 
Service surroundings. 

It is believed that reactive anxiety of war should be 
regarded as a condition pathological not in its nature 
but in its maintenance and continuity. The routine 
employment of an involved psychotherapeutic approach 
is to be deprecated. 

A careful distinction between the reaction, which 
constitutes an illness, and that of conscious evasion 
of social duty is essentia!. 

My thanks are due to Surgeon Captain Desmond Curran, 
RNVR, for his helpful suggestions, to Surgeon Captain L. F. 
Struynell, RN, in whose charge this work has been done, 
and to the Medical Director-General of the Navy for permission 
to publish the paper. 
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With a note by 
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RECENTLY external pressure has been advocated in 
the treatment of burns. It may be applied either by 
skin-tight plasters (Roulston 1941, Barnes 1943) or by 
the pressure dressing now widely used in the United 
States (Mason 1941, Allen and Koch 1942, Siler 1942, 
Siler and Reid 1942). Among the advantages claimed is 
a diminution of local cedema, and he nce of plasma loss, 
during the stage of secondary shock, 2-48 hours after the 
accident. 

Experimentally, Barnes and Trueta (1941) found that 
application of a skin-tight plaster to the burnt limb of a 
dog diminished both local swelling and lymph flow. 
These observa- 
tions have been 
confirmed and 
extended by 
Glenn, Gilbert 
and Drinker 
(1943)in Amer- 
ica. Since both 
groups of work- 
ers have shown 
that this treat- 
ment lessens 
cedema, it 
seems probable 
that the hemo- 
concentration accompanying the fluid loss is also 
decreased. The few experimental results purporting to 
show decrease in hemoconcentration when the pressure 
dressing is used are not convincing (Siler and Reid 1942, 
Lischer and Elman 1943); but after freezing injuries 
Fell and Hanselman (1943) observed both a considerable 
improvement in the survival-rate and a much smaller 
rise in the hematocrit reading, when a plaster cast was 
applied to the injured limb. 

The following observations (reported to the burns 
subcommittee of the War Wounds Committee, Medical 
Research Council in September, 1943) were made in an 
attempt to prevent the rapid accumulation of oedema 
fluid—50°, within 30 minutes—noted in the skin after 
burning (Leach, Peters and Rossiter 1943). The effects 
of external pressure and coagulating agents were also 
compared. The mechanism of the cedema formation 
and measures of prevention have been discussed else- 
where (Rossiter 1943). 


TO MANOMETER 


Fig. |\—Method of applying pressure (guineapig). 


METHODS 

The guineapigs were anwsthetised with * Nembutal ’ 
(intraperitoneal injection) and burnt for 1 minute at 65 
C. witha burning iron (Leach, 
Peters and Rossiter 1943). 
The burn was made on the 
flank, immediately over the 
pelvic bones. By enclosing 
the guineapig’s legs in a 
small beaker and wrapping 
the hind-part of the animal 


TO MANOMETER 
* 


aa rubber cuff, as used 

AI CUFF METAL STAND ments. controlled air pres- 

Fig. 2—Method of applying pressure cure could be applied to the 
(retnie). burned skin (fig. 1). This 


method was satisfactory only if the burn was made over 
the rigid pelvic bones. The cedema present was estimated 
by killing the animal and’ doing wet-weight/dry-weight 
determinations on the excised burnt skin. 

Rabbits were anzsthetised with ether and the ears 
were burnt by dipping them (about half the ear) in water 


* This work was finally planned after an informal discussion of a 
memorandum from Dr. R. B. Bourdillon to the burns sub- 
committee of the War Wounds Committee, Medical Research 
Council. 
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at 65° C. for 1 minute. Controlled pressure was applied 
to the ear by surrounding if with a rubber cuff, supported 
by a metal stand (fig. 2). C2dema was estimated by 
measuring the volume of the entire ear by water 
displacement. 

RESULTS 


Fig. 3 shows that the increase in water content 
(expressed as a percentage of the water content of the 
skin from the same region on the opposite side of the 
body) of guineapig skin, after a 1-minute burn at 65° C., 
was of the order of 100%. This 
was reduced greatly by raising 
the external pressure to 5 mm. 
Hg and further still by raising 
it to 10 mm. With pressures 
greater than 10 mm., the 
diminution in water content 
was not striking (table 1). 

Table tm shows that when 
the pressure was applied im- 
mediately after burning and 

nvaintained until the animal 

1 3074030 Was killed, formation of cedema 
PRESSURE APPLIED (mmHg) was almost completely inhi- 

Fig. 3—Effect of external pressure Dited. When 3 hours’ pressure 
on the increase in wacer content was followed by 3 hours with- 

(expressea as a percentage ofthe out, pressure, the inhibition 

side of the body) of burnt guinea- ally significant. The same 
mal killed 3 hours was true when the pressure 

fhe mean not applied until 3 hours 

after burning. 

That the application of pressure caused no consistent 
difference in the time at which the scab was shed-or the 
time taken for the complete regeneration of epithelium 
is demonstrated in table 11. 

Effect of coagulating agents.—It is often said that 
coagulation decreases cedema formation. The following 
experiment indicates that neither tannic acid, tannic acid 
followed by silver nitrate, gentian-violet nor triple dye 
—all widely used coagulating agents—is of value in 
preventing it. 

Identical burns (1 minute at 65° C.) were made on the 
two sides of a guineapig ; the epidermis was gently wiped 

— 

TABLE I—EFFECT OF EXTERNAL PRESSURE ON INCREASE IN 

WATER CONTENT OF BURNT SKIN OF GUINEAPIGS. (ANIMAL 
KILLED AFTER 3 HOURS) 


o 


i 


PERCENTAGE /NCREASE WATER 


0 17 104 & 4 
6 54 +7 < 0-01 
10 5 27 + 8 < 0-01 
20 5 26 + 6 < 0-01 
30 4 6 & 4 < 0-01 
50 1 10 + 12 < 0-01 


* The value of P tabulated in this and table u is that obtained in the 
test for the significance of the difference between the mean 
increase in water content with no external pressure applied, 
and the mean increase in water content after application of the 
stated external pressure. 


away with moist cotton-wool, and one side was treated 
with the agent under study, the opposite side serving as a 
control. Table Iv shows that none of the coagulating 
agents affected the water content of the skin. For 
purposes of comparison, a summary of the figures 
taken from table I and expressed in the same form, is also 
ven. 
~ on rabbit’s ear.—Both ears were burnt as 
described above, and pressure was applied to one of 
them. Table v shows that, with a pressure of 5mm. Hg 
there was an increase in volume of both treated and 
untreated ears, but with a pressure of 10 mm. and 
upwards, the increase in the treated ear was much less. 
When pressure was maintained only for the first 4 hours 
after burning, the volume of the pressure-treated ear 
24 hours later remained less than that of the control ear. 
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TABLE II—EFFECT OF DIFFERENT METHODS OF APPLYING 
EXTERNAL PRESSURE (20-30 MM. HG FOR 3 HOURS) ON 
INCREASE IN WATER CONTENT OF BURNT SKIN OF GUINEAPIGS 


Mean | | 
reatmen | ani- ae, af 
| mals content | ™e42 
(%) 
No pressure applied. Animal 
killed 3 hrs. after burning 
Pressure applied at once and 
maintained 3 hrs, Animal 
killed at time of release of 
pressure 9 17 5 <0-01 
Pressure applied at once and | 
maintained 3 hrs. Animal | 
killed 3 hrs. after release of 
Pressure ove 5 8 < 0-01 
Pressure applied 3 hrs. after 
burning and maintained 3 hrs. 
Animal killed 3 hrs. after re- 
lease of pressure se i 6 48 11 < 0-01 
No pressure applied. Animal 
killed 6 hrs. after burning .. 5 85 22 0-19 


DISCUSSION 

These results show that relatively small pressures, 
applied externally, will greatly diminish c-dema forma- 
tion in the skin of guineapigs and rabbits. The pressure 
is most effective if applied immediately after burning, 
but it is still beneficial if applied 3 hours later—at a time 
when, for the guineapig burns studied, oedema formation 


TABLE IJI—RATE OF HEALING AFTER APPLICATION OF EXTERNAL 
PRESSURE (20-30 MM. HG FOR 3 HOURS) TO BURNT SKIN OF 
GUINEAPIGS 


Day of complete 


Day scab shed regencration of epithelium 


Guinea- 
pig Pressure No | Pressure No 
applied pressure applied pressure 

A 26 27 36 35 

B 21 16 32 29 

Cc 19 26 29 37 

Dd 25 17 36 : 30 
Mean 23 22 33 33 


is complete. If it is applied during the period of maxi- 
mum oedema formation and then released, cedema 
develops but not to the same extent as in untreated 
burns. This suggests that, if human burns are treated 
with skin-tight plasters or pressure dressings, these 
should be applied early and pressure should be main- 
tained throughout the period of oedema formation (up to 
48 hours in human burns). 

Although the present investigation was not designed 
for the study of rates of healing, it is noted that, applica- 


TABLE IV—EFFECT OF DIFFERENT TREATMENTS ON THE WATER 
CONTENT OF THE BURNT SKIN OF GUINEAPIGS. (ANTMALS 
KILLED AFTER 3 HOURS) 


4 


No.of Mean value of S.E. 


Treatment used ani- excess water in = a 
mals untreated skin® 
Tannic acid 20% 5 0-30 
Tannic acid 10% followed 6 -1 +3 0-74 
by silver nitrate 5% .. 
Gentian-violet 2% 6 1 27 0:89 
Triple dye 6 8 26 0-25 
Pressure (10mm. Hg) .. 35 75 § < 0-01 


* Expressed as @ prrcomtage of water in treated skin. 
t The value of tabulated is that obtained in the test for the 
significance of the mean value of the excess water. 
t The formula for the triple dye used was: gentian-violet 1/400, 
lliant green 1/400, acriflavine 1/1000. 
§ Figure obtained from the mean of 17 control and 19 pressure- 
treated animals, 
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TABLE V—EFFECT OF PRESSURE ON INCREASE IN VOLUME OF 
BURNT EAR OF RABBIT, (PRESSURE APPLIED AT ONCE AND 
MAINTAINED 24 HOURS) 


Increase in 


Increase in j 
Presstire | Rabbit. Vol. | vol. of ear of ear Inerease in | 
(mm. Hg) | of ear (ml.) — compressed pressed ear * 
(ml. (ml.) 
0 B (35) 19 19 100 
C (30) 20 21 105 
5| L 18 17 gt 
M (29) 18 1l 61 
10 J (35) 23 10 43 
K (29) 17 6 35 
20-30 G (35) 16 5 31 
H (33) 22 6 27 


* Expressed as percentage of increase in vol. of untreated ear, 


tion of pressure during the stage of edema formation 
had no adverse effect on the time taken for the scab to 
be shed or on the time required for complete epithelial 
regeneration. In clinical studies of the effects of exter- 
nal pressure on burns, a diminution of the healing time 
has been reported by various authors ; but to demon- 
strate this in laboratory animals the pressure would 
probably have to be maintained much longer. 

The observation that some of the coagulating agents 
in common use do not lessen cutaneous cedema in ex- 
perimental burns does not mean that they may not be of 


TABLE VI—EFFECT OF PRESSURE ON INCREASE IN VOLUME OF 
BURNT EAR OF RABBIT. (PRESSURE APPLIED AT ONCE, 
EAR VOLUME MEASURED 24 HOURS AFTER BURNING) 


Increase Increase in in 


Rabbit. in vol. of | vol. of ear wii ae 
Vol.ofear Treatment ear burnt burnt and, mpressed 
(ml.) only compressed ear * 

(ml.) (ml.) 
E (34) 30 mm. He { 26 17 65 
F (27) for 4 hours | 23 20 87 
1 (30) 10 mm. Hg 
for 4 hours 16 12 75 


* Expressed as percentage of increase in vol. of untreated ear. 


value in preventing the external loss of fluid from exposed 
weeping surfaces. In human burns such loss may be 
considerable, and its prevention a significant part of 
treatment. 

SUMMARY 


1. External pressures of the order of 10 mm. Hg 
applied in an air cuff greatly reduce cedema formation in 
burnt guineapig skin. 

2. The pressure is most effective if applied immediately 
after burning. 

3. Neither tannic acid (20%), tannic acid (10°) 
followed by silver nitrate (5%), gentian-violet (2%), nor 
triple dye, influences the formation of cedema. 

4. Similar pressures applied in an air cuff greatly 
reduce cedema formation in the burnt ear of a rabbit. 

I wish to thank Prof. R. A. Peters for his continued interest 
in this work. Thanks are also due to Miss J. Jenkins for 
technical assistance and to the Carnegie Trustees for a 
personal grant. The work was done on behalf of the Burns 
subcommittee of the War Wounds Committee, Medical 
Research Council, and the Council has contributed toward 
its cost. 

Note (R. A. Peters) 

It seems advisable to stress some of the practical 
considerations in regard to the measurements made by 
Rossiter, since, in view of the recent American work, 
pressure treatment is receiving much attention. His 
experiments admittedly require extension to larger 
animals (1) to make sure that the comparatively small 
pressures which he finds capable of reversing oedema 
apply to larger areas and (2) to obtain information as to 
whether healing time is improved—i.e., whether there is 
improved therapy of the burn in addition to reduction 
in the initial shock. 
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Nevertheless the experiments support the prevailing 
idea of the value of pressure, and at the same time they 
indicate that the pressure should be applied early—i.e., 
as a first-aid measure, because we have shown that 
changes in the tissue whieb lead to hemoconcentration 
start very soon after burning. It is imperative now to 
start looking for some means by which unskilled hands 
could apply pressure of this order. Attempts should be 
made to develop membranes of suitable elasticity for use 
in first-aid treatment. 
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PERFORATED PEPTIC ULCER 


CEcIL P. G. WAKELEY, © B, DSC LOND, FRCS, 
FACS, FRACS 
SENIOR SURGEON, KING’S COLLEGE HOSPITAL; CONSULTING 
SURGEON, ROYAL NAVY ; TEMPORARY SURGEON REAR-ADMIRAL 


THE subject of perforated peptic ulcer has never been 
of such importance as it is today, for since the bombing 
of Britain began there has been an increased incidence 
in both sexes ; this has been noticeable among civilians 
and the personnel of the Fighting Forces. 

The late end-results of operation are not known, and 
it was because of this that the Medical Director-General 
of the Navy, in 1941, asked me to investigate the problem 
from the point of view of the Navy. If, within a few 
years of the accident, the perforated peptic ulcer patient 
was invalided from the Service, it would be far better to 
invalide all cases as soon as they were convalescent from 
the operation. 

It was decided that a period of 10 years should be 
investigated at the Royal Naval Hospital, Haslar. The 
period chosen was 1924-34. There were 103 cases 
admitted to the hospital during this time, and all were 
submitted to operation, with a case-fatality of 8%, a 
remarkable figure. The average age of the patients 
was 32 years. The very small mortality, in my opinion, 
was due to the fact that these naval officers and ratings 
were fit men, apart from their peptic ulcer, and also that 
the time factor between perforation and operation was 
short, the average time being 4 hours. Again, medical 
officers in the Navy are well acquainted with this type 
of operation, and can deal with it with sound surgical 
skill. 

In contrast with this Naval series, I have collected 
102 cases of my own, both hospital and private, from the 
vears 1924 to 1934. In these, the average age was 
16 years and the case-fatality 20°. The higher mor- 
tality was due to the poor condition of many of these 
patients, and also to the long period which elapsed 
between the actual perforation and the time of operation 

-an average of 10 hours; in some as much as 18 hours. 
Patients who perforate in country districts often delay 
several hours before sending for the doctor, then have 
to wait some hours before a doctor is available, and 
subsequently may be sent to London by ambulance, 
which does not predispose to a good result. 

The table comparing these two series brings out many 
important practical facts. 

The * follow-up ” of the Naval cases has been easier 
than that of the civilian ones—out of the 103 Naval 
cases, only 5° were untraced. In the civilian cases, 
22° were not traced. This is not to be wondered at 
when it is considered that this investigation was begun 
in 1941, when so many people were bombed out of their 
homes and evacuated: widely separated districts. It 
is interesting that in the Service cases 54°, and in the 
civilian cases 51°, of the perforations were gastric in 
origin. One would have expected a higher incidence of 
duodenal perforations. 
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MR. RAW: PERFORATION OF GASTRIC AND DUODENAL ULCERS 


1, 1944 


King’s College RN Hosp., 
Hosp. Haslar 
Total cases 102 103 
Average age (yr.) 46 32 
Perforated duodenal ulcer... 49% 45°5 % 
Perforated gastric ulcer 51% 54°35 % 
Killed by enemy action 3% % 
Died after some years from re-perfora- 
tion and 2% 2% 
Died after some years from other 
causes. . 23% 8% 
Invalided for causes other than per- 
forated peptic ulcer. . 8% 
Discharged ; non-medical reasons .. 2% 
Discharged ; termination of engage- 
Still serving in HM Forces... 20% 44% 
Alive, but doing no military service . . 10% ot 12% 
No record 22% _ 5% 


The main issue of this investigation has been the fact 
that 44% of perforated peptic ulcer cases are still serving 
in the Royal Navy, the longest time since operation being 
nearly 20 years and the shortest time 9 years. On the 
civil side, 20° of perforated peptic ulcer cases are 
serving with the Armed Forces, the longest case traced 
being 20 years after perforation. It must be remembered 
however that the average age of the civilians at per- 
foration was 46 years, and that 22% of these have not 
been traced, so that we might expect a higher figure in 
these cases. It seems quite clear, therefore, that the 
perforated peptic ulcer patient should not be invalided 
from the Service but given a careful convalescence, as he 
is likely to continue to be a useful member of the Royal 
Navy. 

It a be definitely stated that the prognosis is better 
in perforated cases than in any other form of peptic 
ulcer. Recurrence of pain or other symptoms is unusual, 
and the patient can live an ordinary life. With the large 
call-up of men of all classes during the past 2 years, 
there has been a tendency to refuse all men who have 
had a perforated peptic ulcer. This seems to be quite 
unwarranted, considering that a high proportion have 
never had a sign or symptom of their former trouble 
since their operation. 

Graham ! has reported a case-fatality of 1:9% in a 
series of cases of perforated peptic ulcer, and there is no 
doubt that this figure can be reduced. In the Royal 
Navy today it is uncommon to lose a case of perforated 
peptic ulcer, and the operative mortality is about 1%; 
this is because gastric suction by means of a Ryle’s tube 
is instituted immediately the diagnosis is made and con- 
tinued until the actual operation is begun. This pro- 
cedure ensures that the stomach is afforded physiological 
rest, and reduces soiling of the peritoneal cavity to a 
minimum. The treatment of shock, examination of 
urine and blood, and the preparation of the operating- 
theatre take some time, so that several hours may well 
elapse between the time a patient arrives in hospital 
and the commencement of the operation. 

The actual operation is a simple one. The abdomen 
is opened by a right paramedian incision, and the per- 
foration located. Any debris is removed with a sucker, 
and simple closure of the perforation is performed, the 
suture being covered by an omental graft. No attempt 
is made to do any such procedure as partial gastrectomy 
or a gastro-enterostomy. It is surprising how an 
apparently reduced lumen of the duodenum after closure 
of the perforation will increase to normal size in a very 
short time. This has been proved over and over again 
by X-ray photographs 2 or 3 weeks after the opera- 
tion. In the rare case in which stenosis does occur, 
gastro-enterostomy can be performed later under ideal 
conditions, and gives an excellent result. 

Another important factor in decreasing the mortality 
is the use of sulphanilamide in the peritoneal cavity, 
over the area of soiling, and in the abdominal wound. 
No drainage is employed in any case. It is quite safe 
to use 12-15 g. of sterile sulphanilamide powder in the 
abdominal cavity. 

Lastly, the incidence of subphrenic abscess following 

erforated peptic ulcer is reduced to vanishing point. 

e reason for this is threefold—the universal use of the 


1. Graham, R. R. Surg. Gynec. Obstet. 1927, 64, 235. 


Fowler position ; the local use of sulphanilamide ; and 
making the patient breathe ‘‘ carbogen ’’ three times a 
day for 4 days after operation. The carbogen makes the 
patient breathe deeply, so that the diaphragm undergoes 
full excursions, and it also prevents collapse of the lower 
lobes of the lungs. 

SUMMARY 


A follow-up of 103 cases of perforated peptic ulcer 
operated on at a Royal Naval hospital between 1924 
and 1934 showed that 44% are still serving in the Royal 
Navy. Only 8% of these men had died, compared with 
20% of a comparable series of civilians. 

The perforated peptic ulcer patient need not be 
invalided from the Service; nor need a history of per- 
foration necessarily mean refusal by recruitment medical 
boards. 

I should like to thank Surgeon Vice-Admiral Sir Sheldon 
Dudley for suggesting this investigation and for giving me 
every facility to carry it out. My thanks are also due to 
Mr, W. G. Grant of the Statistics Branch, Medical Department 
of the Navy, who has been of great assistance in tracing the 
various patients in the Navy; some of the follow-up cases 
have taken much time and energy. 


PERFORATION OF GASTRIC AND 
DUODENAL ULCERS 
A SERIES OF 312 CASES 


STANLEY C. RAW, Ms DURH, FRCS 


LATE RESIDENT SURGICAL OFFICER AT THE ROYAL VICTORIA 
INFIRMARY, NEWCASTLE-ON-TYNE 


THE object of this paper is to record the experience 
gained and the results obtained in a large personal 
series of cases of perforation of gastric and duodenal 
ulcers. As all except the first 26 cases have been 
operated upon since September, 1939, little can be 
gained by attempting to assess the end-results. The 
subject was reviewed by Michael De Bakey ', who 
analysed as far as possible all the cases reported in 
the previous decade—a total of approximately 20,000. 
The average fatality-rate over that period was 25-2%, 
ranging from 26-1% in 1930, to 23-7% in 1939. In 1923 
it had been 42%. Some of his data are included in 
the tables below. 

During the 5 years 1937-41, there was a steady rise 
in the number of cases of perforation admitted to the 
public wards of the Royal Victoria Infirmary, the figures 
being 181, 198, 200, 222 and 251—a total of 1052. The 
average age remained very near 42 years. In the vast 
majority of cases the patient was a man and the ulcer 
was duodenal. Three cases of perforated carcinoma of 
the stomach on which I operated are not included in 
this series. 

In atypical cases the diagnosis may give rise to 
difficulty, and perforation is sometimes simulated closely 
by such conditions as coronary thrombosis, pleurisy, 
cholecystitis, pancreatitis, perforated appendicitis, renal 
colic, and obstruction of the small bowel. In perforation 
the onset is nearly always dramatic, with little vomiting 
or change in pulse and temperature. The pain does 
not vary and the patient usually lies still. Breathing 
is short and thoracic in type. In pleurisy, rigidity may 
sometimes be overcome by holding the breath ; in colic, 
it is commonly removed by breathing ; but in perforation 
it never disappears completely. 

Before operation at least 60% of cases have pain 
referred to one or both supraclavicular regions, due to 
irritation of the under surface of the diaphragm by 
gastric contents or bile. In my experience the clinical 
sign of diminished liver dullness is dangerous and 
misleading. It is present only in obvious cases, and 
one must take account of variations in normal size of 
the liver, paralytic distension, intestinal obstruction and 
emphysema of the lungs. Accurate percussién even of 
a normal liver in the mid-axillary line is not easy without 
much practice. By radiography it is sometimes possible 
to demonstrate free gas beneath the diaphragm. An 
anteroposterior film with the patient lying on his left 
side may be particularly useful. 


1. Surgery, 1940, 8, 852. 
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The enente and temperature remain normal for 
only a few hours and are of little help in distinguishing 
1 24-hour perforation from any other peritonitis, with 
the proviso that the temperature is under 101°. In such 
cases reliance must be placed on a careful history of the 
onset of the illness and on such features as early 
shoulder-tip pain or persistent rigidity of the right 
upper rectus muscle. 

A combination of upper and lower abdominal rigidity 
usually indicates a primary upper abdominal peritonitis, 


TABLE I—SITES OF PERFORATION IN 312 CASES 


Site | Male Female Total 
Gastric... .. | 4 15 
“* Pyloric ”’ ..| 8 | 1 9 
Duodenal .. = 269 | 13 | 282 
Anastomatic 5 | 1 6 
‘Total... 19 312 
| 
particularly if the rigidity is greater on the right than 


the left. In doubtful cases the persistence of right upper 
rectus rigidity after the pain has been somewhat relieved 
by morphine will aid the diagnosis. 


TREATMENT 


Morphine or its equivalent should be given as soon 
as the patient has been examined by the surgeon. 
If patients are in very severe pain, or have a long journey 
to hospital, it may justifiably given by the practitioner. 
Most patients require little preoperative preparation, 
but one or two pints of blood-plasma should be given 
in cases of severe shock. There can be no hard and fast 
rule for this, but a patient with a pulse-rate over 100 per 
minute and systolic blood-pressure under 100 mm. Ig 
should be regarded as seriously ill. 

Anesthetie.—In most cases of early perforation I have 
found open anesthesia satisfactory. It is greatly facili- 
tated by injecting the rectus sheath with 1% procaine. 
Severe cases can usually be operated upon satisfactorily 
under local anesthetic. No complicated technique is 
required, Injections are made beneath the costal margin 
deep to the external oblique, and in the line of skin 
ream Sh If the perforation is a little inaccessible and 
it is necessary to drag on the mesenteries, additional 
intravenous ‘ Pentothal’ is advisable. This also makes 
it possible to suck or mop fluid from the subphrenic 
spaces. I have no experience with spinal anesthetic in 
perforations, but it appears to be contra-indicated when 
there will be subphrenic irritation combined with the 


TABLE Ii-—-RELATION OF TIME OF PERFORATION TO CASE- 
MORTALITY : DE BAKEY’S SERIES (sane CASES) COMPARED 
WITH PRESENT SERIES 


De Bakey’ 's series Raw’ 8 series 
| ws | ise} 3 | 9 | o | 65 
7-12 | 21-4 107 | 3 | 16 | oO | 146 
13-18 | 38-5 2 | 3 | 7 1 | 28-6 
Over 18 | 62-4 25 | 10 | 8 4 34-3 
“wotal | 252 | 293 | 19 | 40 | 5 | 14-4 


Note.—40 male deaths (13°-7°.); 5 female deaths (26°3 %). 


considerable temporary lower intercostal paralysis due 
to the anesthetic. 

As a routine I use a midline incision. It does not 
matter how high it extends, but wound suturing and 
repair arg greatly aided if the lower end is at least 
1 in. above the umbilicus. Deep sutures should always 
be inserted. It is almost never necessary to do more 
than close the perforation and for safety to tie over 
a tag of neighbouring omentum. If there is any stenosis 
the stomach can be kept empty by a nasal catheter. 
Very occasionally a gastro-e nterostomy is necessary at 
the time of operation or during the ensuing few weeks. 
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No drain is necessary excepting in cases of long-standing 
perforations, which may almost have reached the stage 
of subdiaphragmatic or subhepatic abscesses. Such 
perforations can be readily sutured, with drainage 
through a primary right subcostal incision, under local 
anesthesia. 

In dehydrated patients operated upon under 
anesthesia, great benefit 


general 
can be derived from injecting 
one pint 5% glucose in saline into each axillary region 
at the end of the operation. I have never seen an 
infection follow this procedure, but complete asepsis is 
essential. In cases of = stenosis or postoperative 
dilatation of the stomach, will be necessary to give 
intravenous glucose-saline and to aspirate the stomach. 
Postoperative distension can often be relieved by con- 
tinuous application of an electric blanket to the abdomen. 


COMPLICATIONS 

Postoperative complications can be mentioned only 
briefly. General peritonitis is all too common. Pelvic 
abscess is so uncommon that it may not be suspected. 
Liver, lung and brain abscesses are almost always fatal. 
There remains a group of eminently 
suitable for treatment if recognised early enough 
subhepatic, subdiaphragmatic abscesses and empyema 
thoracis. The last is comparatively rare. The aphorism 
of Rutherford Morison, ** Pus somewhere, pus found 


TABLE IfI—-RELATION OF CASE-MORTALITY TO AGE 
De Bakey’s cases Raw’s cases 
Age Mortality Mortality 
(year) (%) Cases Deatbs (ay 
0-19 | 14°3 5 0 
20-29 12-2 36 2 56 
30-39 18-9 92 
10-49 28-0 87 14 16-1 
50-59 | 40-8 13 23°6 
60-69 55°3 34 29-4 
70-79 53°8 3 1 | 33-3 
Note.—Under 42 years, 12 deaths in 157 cases (7-6 °,), 
Over 42 years, 33 deaths in 155 cases (21°3°,), 
nowhere—therefore subphrenic abscess,.”’ is often life- 


saving. Nearly all subphrenic abscesses following per- 
forations are on the right side, and it is common to find 
abscess cavities beneath the diaphragm and between 
duodenum and liver at the same time. These can often 
be drained together through a subcostal incision, under 
local anesthetic. Although this is not the most direct 
approach to the subdiaphragmatic region, the risk of 
empyema is largely avoided and an abscess situated at 
the lower level is not missed. 
DISCUSSION 

Perforated ulcer should be regarded as one of the 
most important of abdominal diseases. The total 
number of deaths, at any rate in the Newcastle area, 
is considerably greater than the total for appendicitis. 
though the latter condition is commoner. The patients 
are usually in the prime of life and the fatality-rate 
varies greatly with early diagnosis, e xperience and careful 
surgery. There is often, especially in war-time, con- 
siderable preoperative malnutrition, often associated 
with multiple vitamin deficiencies. Apart from earlier 
diagnosis, the case-mortality can only be reduced by 
curing those who now die after putting up a fight. 
This means careful postoperative observation and 
nursing and diligent searching for the cause of a stormy 
convalescence. From this point of view perhaps the 
most important complications are dehydration, dilatation 
of the stomach, massive collapse of the lung, and later 
subphrenic abscess. 

The present series of cases gives additional support 
to the well-known thesis of Professor Grey Turner and 
others, that the fatality-rate runs closely parallel to the 
number of hours between perforation and operation. 
It also illustrates the effect of advancing years in making 


the prognosis worse. Perforations in women = are 
uncommon, but a trap to the unwary. So many. when 
first seen, have been diagnosed as gall-stones and given 
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a sedative, that in over half the cases in my series 
operation was delayed for more than 18 hours. Conse- 
quently there is a high fatality-rate. If all patients with 
true upper abdominal rigidity were referred to hospital, 
irrespective- of the provisional diagnosis, this danger 
would be decreased. 

The results in the series are given in tables I, 11 and 11. 

At least 13 of the patients in my series had had one 
or more previous operations for perforation. In one 
case the perforation was into the lesser sac of the 
peritoneum, and in another, owing to a congenital 
abnormality of the transverse mesocolon, a perforation 
of the posterior wall of the stomach was into the general 
peritoneal cavity. Two patients, of whom one died, 
had had very recent severe hamatemesis. 

As far as possible the mortality figures include remote 
complications: 2 patients died many months later from 
septic meningitis, with an intervening history of sub- 

hrenic abscess and empyema in one case and chronic 
ung abscess in the other; 2 died at home, when they 
had left hospital against medical advice ; 1 died from 
a purely anesthetic complication, following gastro- 
enterostomy performed 11 days after suture of the 
perforation. = all, 10 patients were operated upon for 
subphrenic abscess, with an ultimate mortality of 50%. 
There was one case of pelvic abscess, which recovered. 
No empyema uncomplicated by subphrenic abscess was 
encountered. 
SUMMARY AND CONCLUSIONS 

A series of 312 perforated gastric and duodenal ulcers 
is reported, with a gross mortality of 14.4%. The two 
most important factors influencing operative mortality 
were the age of the patient and the interval before 
operation. 

Supraclavicular pain was present in 60 % of perforated 
ulcers and was often of great diagnostic help. 

Experience suggests that immediate operative mortality 
can be reduced by local anesthesia and intravenous 
blood-plasma in selected cases. Operative intervention 
should be minimal, reasonably rapid and gentle. 

Subcutaneous saline injection was beneficial/in de- 
hydrated patients who were fit to be operated upon 
under general anesthesia. 

A constant look-out should be kept for the common 
complications of dilatation of the stomach, acute bronchitis 
and massive collapse of the lung. Unexplained persistent 
fever usually indicates a residual abscess in the subphrenic 
regions or an infected wound. Clinical examination, 
a blood count and radiography will usually give the 
diagnosis. 

I am indebted to my chiefs at the Royal Victoria Infirmary, 
and particularly to Prof. F.C. Pybus, Mr. J. Hamilton Barclay 
and Mr. John Gilmour, for the opportunity I had to treat 
these patients in their wards. 


PERFORATED PEPTIC ULCER 
DURING THE PERIOD OF HEAVY AIR-RAIDS 
C. C. SPICER, MRCS D. N. STEWART, MRCS 
D. M. DE R. WINSER, BM OXFD 


In 19421! we showed that figures from 16 London 
hospitals demonstrated a rise in the incidence of per- 
forated peptic ulcer during the first 4 months of the 
heavy air-raids on London. To confirm that this rise 
was no mere artefact we now present figures for the 
whole of the raid period, together with those for the 
18 months following the raids, the raid period being 
considered to extend from September, 1940, to May, 
1941, inclusive. The same 16 hospitals have shown the 
same kindness in allowing us to make use of their work 
and records. The figure, which gives a picture of our 
findings, is made up by taking the average number of 
perforations, per month for eight successive periods, one 
of them being the blitz period. For those who prefer 
statistics, C. C.S. has prepared the following note. 

The figures ha¥e, been analysed first to see whether the 
mean number of perforations during the blitz period is 
greater than that for the years 1937-38-39, which were 
assumed to be normal. The mean number per month in 
these years is 22-71 + 0-767." The corresponding mean for 
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the blitz months is 35-11+ 6-62. With 44 degrees of 
freedom this difference gives t = 3-494 and P <0-01. This 
difference is therefore highly significant. 

The difference between the mean for the post-blitz months 
and the mean for the prewar months gives t = 2-224, 
P = 0-03, which is on the borderline of significance. But, 
since the mean of the post-blitz months is 18-42 + 2-24, we 
may say that the months following the blitz showed a lower 
rate of cases. 

The prewar years were analysed to determine whether 
there was any evidence in the data to show a yearly trend. 
Analysis of variance shows no difference between the years, 
though 1939 is suggestively high (variance ratio = 2-47 on 
2 and 22 degrees of freedom). Differences between months 
are highly significant (variance ratio 5-62 on 11 and 22 
degrees of freedom). The two months showing greatest 
variance are August and December. August is barely 
significantly higher than January, which has the next highest 
average, and is very significantly lower than December, 
which has the highest average of cases (33-667). The t test 
for these two months gives t = 6-09 on 44 degrees of freedom, 
which is very highly significant. The investigation of these 
figures was made by 
an analysis of vari- 35:11 
ance, the deviations a 
between months and 
between years being 


eliminated, and sig- 25-5 NY 

nificance of means 23-9 x 

tested using the resi- 9).g 22-0 22.4) 

dual mean squares. 20:3 


16-5 
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of number of cases 
in the prewar years 
was according to a 
Poisson distribution, 
since the mean and 
the variance were 
approximately equal 
(mean = 22-71, vari- 
ance = 21-14), This 
implies that there 
was no widespread ; 
cause tending to produce perforations, and that cases 
occurred at random. On the other hand, this was decidedly 
not so during the blitz period (mean = 35-11, variance = 
395), which suggests that there was some new general cause 
operating. The difference in the ensuing years is less marked, 
but there seems still to have been a departure from random- 
ness (mean = 18-42, variance 95). This would suggest that 
there is some general tendency to perforation apart from the 
very definite trend during the raiding conditions. 


In a previous paper we attempted to summarise the 
available evidence on the causation of peptic ulcers 
and the complications of peptic ulcers, and showed 
that there was considerable evidence that anxiety 
might be an important cause. The purpose of the 
present paper is only to put the increase during air-raids 
on a firm statistical foundation. There was no change 
in age- or sex-distribution from that previously recorded 
(mean age in the previous series, 48-59+ 0-46; in the 
years 1941-42, 48-22 + 0-32; sex-distribution 7 female 
to 93 male perforations). 
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Average number of perforations per month for 
successive periods from 1937 to 1942 


SUMMARY 


The increase in perforated peptic ulcer during the 
period of heavy raiding was statistically significant 
when compared with the previous three, and the follow- 
ing two years. 

Statistical evidence is in favour of some general 
tendency having operated during the air-raid period 
to cause perforations, and of some other, or less active, 
general tendency operating in the two following years. 

There is also a significant increase in perforations in 
the month of December. e 


TERMS USED IN SEx HORMONE THERAPY.—The reprint 
of Dr. Frank Hartley’s excellent glossary from the 
Pharmaceutical Journal (pp. 19, 1s.) should be useful 
to those who find it difficult to thread their way through 
the maze of endocrine terminology, and especially to 
those who like to have some knowledge of the chemistry 
of the drugs they use. 
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CONTINUOUS INTRAVENOUS 
ADRENALINE IN SPINAL ANASTHESIA 


FOR THE CONTROI« OF BLOOD-PRESSURE 


FRANKIS EVANS, MB LOND, DA 


ANASTHETIST TO ST. BARTHOLOMEW’S HOSPITAL, LONDON, 
AND TO ST. MARK’S HOSPITAL, CITY ROAD 
MANY recommendations have been made for the 


eentrol of blood-pressure during spinal analgesia, but 
the pressor effects of the various drugs have been 
both transient and disappointing when used in con- 
junction with high spinal block. Spinal analgesia has 
been looked on askance by many surgeons for this 
reason, and there have been deaths after high spinal 
block which would not have occurred if the blood- 
pressure had been under complete control. The work 
of Pitkin (1940) stimulated me to find a method that 
was entirely safe and easily controlled. Pitkin uses 
adrenaline mixed with a starch protein intramuscularly, 
and he claims excellent results with this method which 
liberates the adrenaline slowly over a long period. 
I thought, however, that adrenaline was best adminis- 
tered continuously in minute dosage during the time 
that it was most needed, and by a method that gave 
the anzsthetist complete control over so powerful 
a drug. Adrenaline in adequate dilution is eminently 
suited for intravenous injection because it is so rapidly 
oxidised in the body. Pitkin also states that it is the 
lack of adrenaline secretion which causes the fall of 
blood-pressure in spinal analgesia. 

Theories of fall in blood-pressure vary and [I do not 
intend to argue their respective merits at length, but 
it will be worth while mentioning some of them. 


Labat (1930) suggested that the fall was due to cerebral 
anemia following splanchnic dilatation, and recommended 
the Trendelenburg position to counteract this. In my 
experience this will not prevent fall of blood-pressure, but 
may reduce any cerebral anemia resulting from a fall of 
blood-pressure, provided the Trendelenburg position is not 
such as will embarrass the heart from pressure due to the 
weight of abdominal viscera. Porter and Smith (1915) 
attributed the fall of blood-pressure to paralysis of the 
splanchnic nerves causing a pooling of blood in the splanchnic 
area. If this were so, surely the abdominal viscera would 
appear en- 
gorged with 
blood ; but 
in actual fact 
the intestine 
is contracted 
during spinal 
block, and 
there is no 
obvious en- 
gorgement of 
the blood- 
vessels. 

Maxson 
(1938) states 
that the fall 
of blood- 
pressure is 
probably 
caused by 
several fac- 
tors acting in 
conjunction. 
He suggests 
that the pres - 
sor impulses 
passing along 
the white 
rami com- 
municantes 
become pro- 
gressively 
paralysed as 
aresult of the 
spinal block. 
If the anal- 
gesia is suffi- 


i 
Fig. | (a)—Drip apperetus. 
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ciently high the heart will be slowed and the respiration im- 
paired ; the blood-vessels throughout the body will be completely 
relaxed, and in consequence the blood-pressure will fall seriously. 
Babcock (quoted by Maxson) states that a fall to 60 or 70 
mm/Hg does not alarm him. Some patients tolerate a fall 
of blood-pressure satisfactorily, but there are others whose 
cardiovascular system is no longer resilient, and it is these 
who show severe distress. 

Pitkin states that adrenaline is necessary to the working 
of the cardiovascular reflexes, and that the fall of blood- 
pressure is due to the paralysis of adrenaline secretion and 
of the chromaffin glands. He brings forward evidence in 
support of this in an exhaustive paper. This theory may or 
may not be correct, but the introduction of adrenaline intra- 
venously restores the blood-pressure and enables the patient 
to maintain the even tenor of his way. 

The blood-pressure is maintained in the body by 
myocardial tone and arterial tone, acting against capil- 
lary resistance and acting on an ample volume of blood 
supplied to the heart. These factors are controlled and 
correlated by the circulatory centre and by cardiovascular 
reflexes arising in the aortic arch and carotid body. 
Pitkin states that adrenaline is necessary to the working 
cardiovascular reflexes, and that the fall of 
blood-pressure in spinal analgesia is due to the cutting off 
of adrenaline secretion and to the paralysis of the 
chromaftin glands. 


INTRAVENOUS ADRENALINE IN HIGH SPINAL BLOCK 

When adrenaline is administered intravenously by 
the drip method in suitable dilution the blood-pressure 
rises and the heart shows a compensatory slowing. The 
blood-pressure of a patient who has had a high spinal 
block may fall as low as 50 mm. Hg. If dilute adrenaline 
solution be dripped into a suitable vein the blood- 
pressure rises until the normal is reached. If the drip 
then be continued at the same rate the rise will continue 
toa very high figure (240 mm. Hg). On the other hand, 
if the drip be stopped the pressure will fall rapidly to its 
original low level... The adrenaline should be so regu- 
lated that the blood-pressure is maintained at a suitable 
level, so that the patient does not lose too much blood 
from hemorrhage, but is given an adequate circulation. 
Should the drip be suddenly greatly accelerated it is 
possible to cause cardiac irregularity. This however is 
never seen if reasonable care is taken. 

Technique of administration.—A suitable vein in the forearm 
is chosen and the skin is prepared with spirit or iodine. If 
the vein is small, flick the skin over it a few times with the 
finger-nail; this will cause the vein to relax and dilate. A 
West Middlesex cannula and stilette is then introduced 
through the skin into the vein. The stilette is withdrawn and 
the cannula is attached to a saline drip apparatus. I prefer the 
* Vacoliter,’ but any good saline drip is suitable (fig. la and 5). 
The saline is dripped into the vein at 80 or 90 drops per 
minute for some 20 sec. to clear the cannula of blood and 
then the drip control is set to some 50 drops per min. The 
cannula and tubing is fixed carefully with strapping and the 
arm is placed at the side. It is better not to use the veins 
in the antecubital fossa as the drip becomes obstructed if the 
arm becomes flexed. A blood-pressure cuff is applied to the 
other arm, and a stethoscope is strapped to the antecubital 
fossa. The blood-pressure is 
now taken and the patient is 
turned on to his side for the 
spinal puncture. As soon as 
the spinal anesthetic has been 
introduced (and not before) and 
the patient turned on his back, 
the adrenaline is added to the 
saline in thre vacoliter. 

Dosage.—When this series of 
cases was first begun a solution 
of 1 in 500,000 adrenaline in 
normal saline was used, but it 
was found that the rate of drip 
required to maintain the blood- 
pressure was too fast. The 
strength of adrenaline now 
used is 1 in 250,000 in normal 
saline. This is easily obtained 
by adding 2 e.cm. of I in 
1000 adrenaline to 500 c.cm, 
of normal saline. 


Fig. | (b) 


The drip chamber 


f 
| 


Speed of drip.—This varies somewhat,in different subjects, 
and according to the height of the anesthesia. The fastest 
drip required was some 70 drops per min. when it was thought 
the adrenaline was not quite fresh. The slowest needed was 
20 per min.; in this case the blood-pressure mechanism was 
not completely paralysed, but it was found that the pressure 
fell rapidly when the drip was stopped temporarily. 

The anesthetist should aim at maintaining the 
blood-pressure at an adequate level, and should guard 
against over-enthusiasm. It is not necessary to keep 
the pressure at the patient’s normal, for this might lead 
to undue loss of blood from hemorrhage. One of the 
drawbacks of pressor drugs when given intramuscularly 
is the temporary rise of blood-pressure above the normal 
with consequent hemorrhage at the beginning of the 
operation—a condition bad for the patient and irritating 
for the surgeon. I aim at keeping the blood-pressure 
round about 110 mm. Hg in those patients whose normal 
is 140 mm. Hg; and at 130 mm. Hg in those who have 
a high pressure (180-200 mm. Hg). 

The time for which the drip should be continued 
depends on the time the spinal block lasts. One drug 
used had a definite cumulative effect and some 2 hours 
after the drip had been stopped the patient’s blood- 
pressure had risen to 240 mm. Hg. Adrenaline, however, 
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hand, blood MINUTES 

may be used Fig. 2—Partial gastrectomy in a fit man of 45. Pre 

in conjunction liminary fall of blood-pressure with rise as adrenaline 

with the comes into action; maintained at 135 mm. Hg 
. with a drip of 30 per min. 

adrenaline 


drip (in the Officer apparatus), but the adrenaline drip 
must be run faster to compensate for the added fluid bulk. 

About 250 c.cm. of the dilute solution of adrenaline 
is used per hour. This is equivalent to 1 c.cm. of 
1 in 1000 adrenaline per hour intravenously. By-effects 
are absent if reasonable care is observed. It will be 
noticed that adrenaline is not put into the saline until 
after the spinal block has been performed. This enables 
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Fig. 3—Jleopelvic resection (Paul’s operation) in a Fig, 4—Perineo-abdominal excision of the Fig. 6—Adrenaline drip continued postoperatively. 


woman of 45. Adrenaline drip-rate inadvertently 
increased at beginning of second hour: pressure 
rose sharply to 170 mm. Hg and the pulse-rate 


pressure fell equally rapidly. drip of 50 per min. 


has no cumulative effect, and once the drip is stopped 
the pressure falls almost immediately. When a long- 
acting spinal analgesic such as ‘ Nupercaine’ is used, 
the drip should be continued postoperatively until the 
patient’s own blood-pressure control mechanism again 
comes into action. This usually happens some 2-3 hours 
later, when the drip may be slowed and ultimately 
stopped. It is a simple matter to stop the drip for a 
minute and then take a blood-pressure reading. If the 
pressure falls during 


> this interval then 
$130 continue the drip for 
29 a while. 
ow Stability of the 
SS adrenaline is assured 
$3 100+ 4 by bubbling carbon 
LE gob | dioxide through the 
saline before adding 
the adrenaline. This 
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60 4 1 R 4 ary sterile hospital 
saline is used. Unless 
this precaution is 
sol taken oxidation is 
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ss fails to exert its full 
9 pressor effect. There 
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25 sO 75 90 tt is no necessity to 
MINUTES pass carbon dioxide 
Fig. 5—Perineo-abdominal excision of the through the vacoliter 
rectum with hysterectomy. The blood- saline or ‘ Sterivac’ 

pressure control mechanism was still out of 
action after 75 min., when the drip failed : saline 9 we have never 
immediately the blood-pressure fell steeply had any trouble with 
to 60 mm. He, senearing — the drip oxidation when these 
was restarted. Time from fall to recovery ‘ = 
5 min. Drip then remained steady and the particular brands 
blood-pressure after an operation lasting have been used. Once 


nearly 3 hours was 110 mm. Hg. or twice adrenaline 


rectum in a frail woman of 67, with a rather 
low blood-pressure. 
was maintained at 120 mm. Hg and the pulse 
he drip was stopped temporarily and the at 80 per min. by means of an adrenaline 


Blood-pressure steadily rose until the drip was 
stopped | hour after the patient was back in bed ; 
an hour later the blood-pressure was still 130 mm. 
Hg showing that the patient’s own control 
mechanism was functioning. 


The blood-pressure 


the saline to be run in fast at the beginning to clear 
the cannula without risk of overdose. We no longer 
see the distressing nausea and vomiting, which is so 
often the concomitant of a fall of blood-pressure. Pallor 
is not obvious unless there is overdosage. Cardiac 
irregularity has been noted twice, but this only happened 
after gross overdosage, and quickly returned to normal 
when the drip was slowed. ‘ 

Since I have been using this adrenaline technique 
at St. Mark’s and elsewhere, I find it possible to submit 
the poor-risk patient to operations which in the past 
would have been considered inadvisable. In a series of 
138 major abdominal operations in which the method 
was used the immediate mortality has been nil. The 
cases were: partial gastrectomy 28; laparotomy 13; 
gastro-enterostomy 2; cholecystectomy 2; Paul’s opera- 
tion 4; perineo-abdominal excision of rectum 80; colo- 
stomy 6; resection of the ascending colon 3. In one 
case the emergency administration of the adrenaline 
drip during the course of an operation on a patient who 
appeared to be in extremis was dramatic in its life-saving 
action. Figs. 2-6 show the effect of the drip in five 
cases. 

I do not suggest that the technique is necessary for 
every spinal anesthetic, but in conjunction with high 
spinal block it gives complete control of the patient’s 
blood-pressure into the hands of the anaésthetist. 

The spinal anesthetic employed was heavy nupercaine 
as described elsewhere (Evans 1941, 1942). Some 
patients were given a preliminary dose of ‘ Omnopon,’ 
gr. 4, and hyoscine, gr. 1/150, hypodermically an hour 
before operation, followed by ‘ Pentothal’ intra- 
venously and nitrous oxide and oxygen to keep them 
asleep. Others were given omnopon and _ hyoscine 
in suitable dosage hypodermically, together with 
‘Nembutal’ gr. 3 or ‘Seconal,’ gr. 3. orally, to 
produce extreme drowsiness. The level of anesthesia 
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in all cases was to the nipple line, permitting painless 
exploration of the upper abdomen. 


CONCLUSIONS 


Whatever the cause of blood-pressure fall in spinal 
analgesia, the use of intravenous adrenaline in suitable 
dilution will control it. 

Adrenaline is so rapidly oxidised in the body that it 
has no cumulative action, and is therefore safe if 
reasonable care is exercised in setting the speed of 
the drip. Rapid oxidation means immediate and 
complete control. 

Dosage: 2 c.cm. of 1 in 1000 adrenaline to every 
500 c.cm. of vacoliter saline. Speed of drip: 40-60 
drops per min. Duration: until spinal analgesia is 
wearing off and patient’s own control returning. Con- 
sumption: about 250 c.cm. of 1 in 250,000 solution 
(1 c.cm, of 1 in 1000) adrenaline per hour. 

The use of adrenaline in this way adds to the margin 
of safety for the poor-risk patient. 
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UNUSUAL CASE OF PELLAGRA 


T. LIONEL C. HENDERSON, L A H DUBL 
ST. BERNARD'S LCC (MENTAL) HOSPITAL, SOUTHALL, MIDDLESEX 


A MAN, aged 57, an inmate for the last 14 years of 
this mental hospital, was admitted to the infirmary ward 
in April, 1943 

He was found to have congestive heart-failure and 
enlargement of the heart with ascites, odema of the legs 
and. lumbar region, and clinical evidence of severe anzmia. 
On the backs of the hands and feet and on the elbows 
there was a slight faintly pigmented rash; the skin round 
the anus and between the buttocks was dark brown. Over 
the bridge of the nose and upper part of the cheeks was 
a bright red rash resembling acne rosacea. Blood-count : 
red cells 2,500,000; Hb. 239%; colour-index 0-46; white 
cells 6000. Urine normal. 

At this time the significance of the skin lesions was not 
appreciated and the patient was thought to be suffering 
from heart-failure due to profound secondary anwmia. He 
was given increased diet and ferri et ammon. cit., gr. 30 t.d.s. 
Several days later he was given ‘Salyrgan’ 0-5 c¢.cm. 
as a test dose. The injection was followed by abdominal 
colic and diarrhea with blood and mucus in the stools for 
three days; there was also a fair diuresis. Two weeks later 
his general condition had further deteriorated. Two more 
blood examinations showed a progressive fall in red cells 
and hemoglobin. The cdema which had partially subsided 
after the salyrgan now approached anasarca. His breathing 
was distressed. 

It was suspected that he was suffering from pellagra. 
He was given nicotinic acid, 50 mg. t.d.s., the iron mixture 
being continued as before. Within 2 days, on this relatively 
small dose of nicotinic acid, the oedema. vanished completely, 
ten pints of urine being passed on the first day, with improve- 
ment in the general condition and comfort. Dr. H. 8. 
Stannus who examined the patient at this time regarded his 
condition as chronic but not typical pellagra. 

The dose of nicotinic acid was gradually increased over 
3 weeks up to 35 mg. daily ; at the same time he was given 
ascorbic acid 100 mg. and riboflavin 9 mg. daily and an 
increased supply of milk. Thiamine was not given. It was 
thought that riboflavin might get rid of the rash on the 
face, but this showed no improvement. Blood-counts showed 
slow progressive improv ement, the red ceHs reaching 4,250,000 
and the Hb.% remaining at 55%. The patient seemed 
considerably better until the first week in October, when his 
previous signs and symptoms recurred, together with cachexia 
and loss of appetite. He died on Oct. 15, 1943. 

Autopsy.—Lungs partially collapsed due to 3 pints of 
straw-coloured fluid in each pleural cavity ; bronchopneu- 
monia and brown induration due to chronic back pressure. 
Heart: right-sided dilatation; myocardium brown and 
fibrous ; early atheromatous changes in coronary arteries and 
aorta. Abdomen contained 2 gallons of straw-coloured fluid, 
while stomach showed a very fine example of leather bottle 


or scirrhus malignant disease, the growth having embedded 
the omentum. No secondary deposits. Death from cardiac 
failure due to pellagra, secondary to carcinoma of the stomach. 

Though the triad of diarrhoea, dementia and dermatitis 
were all present in this case, two appeared to be 
fortuitous, diarrhoea seeming to arise from intolerance 
to salyrgan and dementia being a sequel_of chronic 
melancholia. It is possible the dementia was in part 
caused by the chronic pellagra, but this seems unlikely 
since his mental condition showed no change over 
a year—no worsening during the acute phase of his 
illness, and no improvement when his general condition 
improved. Glossitis and stomatitis, both common 
features of pellagra, were not seen while the patient 
was under observation, though they may have been 
present as transient symptoms before he came under 
treatment. He had no tachycardia, peripheral neuritis, 
tremulousness or vertigo while weight and appetite were 
only lost during the terminal 2 weeks. The advanced 
cedema, subsiding quickly when nicotinic acid was 
administered, is unusual, and can probably be explained by 
the vasodilating, and hence diuretic, action of the drug. 

The patient had been receiving the ordinary hospital 
diet, and close questioning of the nursing staff leaves 
no doubt that not only did he take his food well 
but he always had a good appetite. This was noted 
even during hisillness. He had also had small quantities 
of extra foodstuffs weekly from his relatives. Dr. Stannus, 
who has recently investigated a random sample of 
patients here for dietetic deficiencies, considers the 
diet to be adequate ; so that there seems no possibility 
of any qualitative or quantitative dietetic deficiency in 
this case. No doubt absorption was defective because of 
the gastric lesion. 

I should like to thank Dr. H. S. Stannus for his interest 
in this case; and Dr. J. B. 8S. Lewis, medical superintendent, 
for permission to publish it. 


KALA-AZAR IN AN ENGLISH SEAMAN 


R. B. THOMPSON, MD DURH, MRCP 
MEDICAL REGISTRAR, VICTORIA INFIRMARY, NEWCASTLE-ON-TYNE 


THERE are two reasons for reporting the following case 
of kala-azar in an English seaman. Such cases are 
likely to give rise to difficulties in diagnosis when met 
with in a general medical ward, and the patient was 
treated with a drug prepared by Messrs. Burroughs 
Wellcome to replace * Solustibosan’ (Bayer) which is 
unobtainable owing to the war. 


An able seaman of 22 years, who had resided in Malta in 


the course of service in the Mediterranean, arrived in England 
in March, 1942, via the Cape. It was thought that he was 
infected with kala-azar in Malta because the disease is rife 
on that island, and not at any other port at which he was 
ashore. No symptoms were complained of apart from those 
of a “cold” and a slight but persistent cough until May, 
when he had a shivering attack and was admitted to a Royal 
Naval Hospital. At this time there was a swinging tempera- 
ture which reached a peak of 103° F., with a rapid pulse and 
generalised glandular enlargement. Examination of blood- 
films for parasites, a Paul-Bunnell test and the usual agglu- 
tination reactions were ali negative. Differential counts 
were normal, 

In June, 1942, he was transferred under Prof. J. C. Spence’s 
care in the Royal Victoria Infirmary, Newcastle. Here his 
temperature was remittent, and showed a definite periodicity, 
rising to peaks of 102° F. for 6-10 days and then falling again 
with peaks of 99°-100° F. for a similar period. The highest 
temperature recorded was 105° F. during a rigor. Apart 
from this coarse variation there occurred on several occasions 
a double, and less often a triple, rise within 24 hr. The pulse- 
rate rose and fell with the temperature. A soft doughy en- 
largement of the spleen was noted, and it steadily enlarged 
until in August pain was felt over it ; in this same month the 
liver was felt to be enlarged. Blood examination showed a 
progressive low colour-index anemia with a leucopenia, the 
lowest white-count being 1700 per ec.mm. Differential 
counts showed a progressive monocytosis, made more apparent 
by the neutropenia; it was this feature which led to the 
suspicion that the case was one of protozoal infection. No 
Leishmgn-Donovan bodies were seen in the blood-films but 
they were searched for and found in the sternal marrow. 
Napier’s formol test was positive 16 days after the beginning 
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of sodium antimony gluconate treatment. The total serum 
protein was 9-6%, with albumin 4-56% and globulin 5-04% 
(by difference). The Wassermann reaction was negative. 
No urinary abnormality was found. There was no pigmen- 
tation and no significant glandular enlargement was noted 
while the patient was in the infirmary. , His weight steadily 
fell during the illness. 

Owing to difficulty in obtaining more recent remedies and 
the patient’s critical condition, a course of intravenous tartar 
emetic was given comprising gr. 154 in 15 days. No improve- 
ment was noted during this course, the patient being if any- 
thing worse. A supply of sodium antimony gluconate was 
then obtained and one 6 c.cm. ampoule given intravenously 
daily for 10 days. The temperature fell towards the end of 
the course and remained normal. The spleen and liver 
rapidly receded, and the blood-picture returned to normal. 
No Leishman-Donovan bodies were found in the marrow. 
There were no toxic symptoms. He was discharged in 
September to all appearances perfectly well. 

While delayed results from tartar emetic are on record, 
all who saw the case agreed that it was the second treat- 
ment which cured the disease, and that the gluconate 
preparation is one meriting further and better controlled 
trial. Such trials have been reported by Yates? (82 
cases), Struthers and Lin? (29 cases), and Napier and 
others * (10 cases). They used solustibosan (SDT 561), 
which is identical with the drug used in the present case. 
The general opinion is that solustibosan is superior to 
‘ Neostibosan ’; Struthers and Lin report that it has 
cured patients resistant to a full course of the latter drug. 
It is also more stable, and no significant reactions are 
reported. Their dosage was similar to ours, but the drug 
was often given on alternate days. They all state that 
the cases are as yet too few for trustworthy conclusions 
and advocate further trial. 

For the sodium antimony gluconate, which was supplied 
in solution in ampoules, I am indebted to Dr. C. M. Wenyon, 
FRS, director-in-chief of the Wellcome Research Institution. 
Thanks are also due to Prof. J. C. Spence for permission to 
publish the case, and to Prof. A. F. B. Shaw for the sternal 
marrow reports. 


Reviews of Books 


Psychological Medicine 
A Short Introduction to Psychiatry, with an appendix on 
War-time Psychiatry. DesMOND CURRAN, MB CAMB, FRCP, 
DPM, surgeon captain and consultant in psychiatric 
medicine, RN, psychiatrist to St. George’s Hospital 
and to the Maida Vale Hospital, London; Enric 
GUTTMANN, MD MUNICH, LRCPE, neuro-psychiatric specia- 
list EMS. (Livingstone. Pp. 188. 10s. 6d.) 

TuHIs is not a book for readers whose bias is towards 
psychopathology and psychotherapy, but as a reposi- 
tory of readable advice and information about day-to- 
day psychiatry it is an excellent introduction for the 
practitioner and the practitioner-to-be. The medical 
student will profit from the factual, simple exposition 
which does not expect him to be receptive to subtle 
psychological considerations or ready to balance con- 
troversial issues. If it harks back to modes of 
thought which many nowadays would regard as a 
little too cut and dried when applied to mental phe- 
nomena, this is no doubt done for a didactic purpose. 
Chapters on causation, symptoms, casetaking and treat- 
ment cover the general problems and methods which 
the doctor should be familiar with ; detailed well-knit 
descriptions of syndromes and reaction-types follow, and 
there is a final chapter on legal aspects. An appendix 
on war-time psychiatry occupying nearly a quarter of 
the book is vivid and practical ; the section on psychiatric 
aspects of head injury is concisely illuminating. 
Tuberculosis in Childhood 

Dorotuy Stoprorp PRICE, MD DUBL., physician to St. 
Ultan’s Infant Hospital, Dublin. (Wright. Pp. 215. 
17s. 6d.) 

THE recent increase in the incidence of tuberculosis 
particularly among children has stimulated interest in 
1. Yates, T. M. Chin. med. J. 1937, 52, 339. 

2. Struthers, E. B. and Lin, L. C. Jhid, p. 335. 


3. Napier, L. E., Chaudhuri, R. N. and Rai Chaudhuri, M. N. 
Ind, med Gaz. 1937, 72, 462. 
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the initial tuberculous infection or childhood type of the 
disease. The natural history of tuberculosis in all its 
phases is not easy to grasp, and there are still some gaps 
in our knowledge, but it is described in the present volume 
as completely as our knowledge permits, and by one 
whose clinical experience well qualifies her to speak. 
Dr. Price has succeeded in appreciably lowering the 
mortality-rate from tuberculosis in the last 7 years 
among the children of Dublin. The “ classification of 
stages ’’ is adopted, and this is clearly worked out with 
due attention to anatomy, especially of the mediastinal 
glands. Tuberculin testing is separately considered, and 
chapters on the pulmonary foci and orthopedic lesions 
by Mr. H. F. MacAuley complete this serviceable work. 


Fractures 


(4th ed.) Pau B. MAGNUSON, MD, FACS, associate pro- 
fessor of surgery, Northwestern University, Chicago. 
(Lippincott. Pp. 465. 30s.) 

THIS exposition of fracture treatment as applied in 
Chicago agrees for the most part with views accepted in 
this country. The opening chapter starts with funda- 
mentals, including valuable information on shock, 
immediate treatment, transportation and complications 
in war surgery. Then follow chapters on the pathology 
of bone repair, method of reduction and splinting; it is 
interesting to note that the unpadded plaster cast is not 
described. The body is then dealt with region by 
region with good illustrations. The hip section, which 
covers dislocation, is particularly well done, including 
Magnuson’s own operation for fractured neck. Some 
70 pages are devoted to spinal fractures, and open 
operation is advocated when there is evidence of inter- 
ruption of cord conduction. The section on skull 
fracture is a little disappointing and facial fractures 
are not mentioned. The closing chapters on physio- 
therapy are useful, and the whole book can_ be 
recommended to the practising surgeon. ; 


Dynamic State of Body Constituents 


RUDOLF SCHOENHEIMER, MD, late associate professor of 
biological chemistry, Columbia University. (Oxford 
Univ. Press. Pp. 78. -10s.) 

THIS volume opens with a memoir of the author who 
died in tragic circumstances before the lectures could be 
given. They were delivered and transcribed by Dr. 
Hans Clarke. The loss of Schoenheimer is a serious 
blow to biochemistry, since he was responsible for the 
introduction of a new research technique. He con- 
ceived the idea of introducing isotopes such as heavy 
hydrogen into a compound and then following its meta- 
belism by noticing the path of the isotope; and the 
method has already given promising results. 


Clinical Laboratory Diagnosis 


(2nded.) S.A. Levinson, Ms, MD, professor of pathology 
and assistant professor of medicine, university of Illinois ; 
R. P. MacFatr, CH E, MS, PH D, assistant professor of 
pathology. (Kimpton. Pp. 980. 48s.) 


THIS compact volume contains a fund of information 
for the clinician and the laboratory worker. For the 
former there is an aceount of the laboratory findings in 
various pathological conditions and an indication of the 
way in which the laboratory can aid in diagnosis with, 
at the same time, an emphasis on its shortcomings. For 
the latter, there is an account, both succinct and com- 
prehensive, of the technical procedures in common use 
with the principles underlying them. The book is well 
ordered, concisely written and adequately illustrated 
with 156 engravings and 15 plates. References to the 
original papers are freely given in footnotes, while in the 
bacteriological section the classification of Bergey is 
adhered to. Chapter 16 deals with the special pro- 
blems of clinical pathology in pediatrics. In the appen- 
dix, in addition to a list of conversion factors, there is a 
table giving the normal size and weight of the various 
organs. There are however some omissions: no 
account is given of seminology, hormone assays are not 
described and apart from ascorbic acid no reference is 
made to recent work on the laboratory assessment of 
vitamin deficiencies. The book, though readable, is 
essentially one for reference. 
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AVOIDING COMPLICATIONS 
AND SEQUELAE 


Febrile illnesses call for reduction in diet. The 
amounts of light foods which can be tolerated supply 
a lower calorific intake than is needed. Deficiency 
in the vitamins is even more important. Require- 
ments increase with the heightened metabolic rate 
and several of the vitamins cannot be stored. 

Many adolescents and adults bear in their teeth 
the permanent record of vitamin shortage during 
past tebrile illnesses (Brit. Dent. ]., 1940, LXIX, 209). 
Vitamins A and D, calcium and phosphorus should 
be supplied daily to all febrile patients. Vitamins 
B and C are equally necessary. 

A multiple vitamin and mineral supplement 
(Complevite) is an essential addition to restricted 
diets. It should be begun immediately the restric- 
tion begins and continued throughout the course of 
the illness and in convalescence. 

Supplying the full physiological requirements in 
this way offers the greatest likelihood of shortening 
the illness and may be the only way of preventing 
permanent changes in the teeth, such as hypoplasia, 
with subsequent caries, 


COMPLEVITE 


A multiple vitamin and mineral 
supplement 


100% = The full daily requirement 
Complevite supplies, at time of 


Average Dietary Deficiency manufacture, approximately 


| 0 VITAMIN A 00 | ] 
VITAMIN D 

os, . 

| | 


*The iron in Complevite exceeds the calculated deficiency expressly to combat the 
nutritional anemia so common in children and in women of child-bearing age. 


Further particulars concerning Complevite or Bemax 


| 


gladly sent on request. 


Vitamin Therapy 
and the Influenza Epidemic 


POST-INFLUENZAL DEBILITY 


_ Clinical observation reveals a clear relationship 
between certain forms of cardiovascular dysfunction 
and hypovitaminosis B,. Unless the patient’s 
intake of vitamins and minerals has been well main 
tained during the infection, as suggested in the 
adjoining column, the influence of deficiencies due 
to restricted diet may be reflected in his post- 
influenzal condition. In combating the debility ot 
heart and digestive organs so frequently experienced 
after influenza, the value of a high vitamin B content 
in the diet cannot be too strongly stressed. 

All too often the patient will resume his normal 
daily round under the impression that he is quite 
well again. By so doing he may put a severe strain 
upon his weakened resistance. 


BEMAX IN CONVALESCENCE 

In Bemax the physician has a natural product 
which can be prescribed without the patient feeling 
that he is being treated as a convalescent. At the 
same time, it supplies him with more of the complete 
vitamin B complex than can be obtained from any 
other natural source. The high vitamin B, content 
has also been shown to have a marked effect in 
anorexia. 


IN GASTRIC CONDITIONS 


Bemax is pleasant to take, easy to digest and 
assimilate. In general, it is readily accepted even 
in those cases where gastric symptoms predc ninate. 
In this connection, the physician will appreciate the 
high protein content of first-class biological value— 
no less than 34 per cent. When its assimilable iron 
and mineral salts are also taken into account it will 
be seen that Bemax has much to recommend it in 
all cases of post-influenzal debility. 


BEMAX Stabilised wheat embryo 


Rich in the B complex; Vitamin E; Iron 
and Phosphorus 


Vitamins Ltd. (Dept.L.X.A.1), 


23, Upper Mall, London, W'6. 


It is only natural that Vitamins Ltd. should 
offer a warm welcome to the recent regulations 
of the Ministry of Food, under which it is 

| intended that foods claimed to contain vitamins 
| and minerals must in future bear on the label 


DISCLOSURE OF VITAMIN CONTENT 


a quantitative disclosure of these active in- 
gredients. For many years now the vitamin 
content of Bemax has 
quantitative detail both in the medical and lay 


press and on each package. 


been clearly shown in 
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A 20-PAGE BROCHURE ON. 
SULPHONAMIDE THERAPY 


With special reference to Topical Application 


o-_ of the many sulphonamides 
now available has its own specific 
advantages, indications and _limit- 
ations which must be faithfully and 
fully observed if the best results are 
to be achieved. 


ALBUCID is the only sulphonamide 
whose sodium salt provides a highly con- 
centrated (up to 50 per cent.) neutral 
solution, which is non-irritant, non-toxic 


and highly active. 


Hence its universal adoption as the 
sulphonamide of choicein ophthalmic 
infections, and the rapidly growing 
appreciation of its effectiveness in - 
many other conditions where topical 
sulphonamide therapy is indicated, e.g. 
burns and wounds, nasal and 
paranasal infections, dental prac- 
tice and certain dermatological 
conditions. 


A NEW BROCHURE Outlining the uses of these two products 

has been carefully compiled and will be gladly supplied‘on applica- 
tion. It also-gives details of the large range of specialty preparations 
and packings of Albucid and Albucid Soluble, designed to facilitate 
their use in the most effective, economical and convenient manner. 


v.. BRITISH SCHERING LIMITED 185-190 am HOLBORN, LONDON, W.C.1. | 


he] BRITISH SCHERING RESEARCH LABORATORIES LTD., ALDERLEY EDGE, CHESHIRE. 
- BRITISH SCHERING MANUFACTURING LABORATORIES LTD., PENDLETON, LANCS. 
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PERFORATION OF PEPTIC ULCERS 

On another page WAKELEY presents a valuable 
study of the after-histories of naval patients operated 
on for perforated peptic ulcer at the Royal Naval 
Hospital, Haslar, between 1924 and 1934. The 
number is just over 100. The operative mortality 
(8%) was gratifyingly low, partly because the average 
interval between perforation and operation was only 
4 hours, and partly because the patients were, apart 
from their ulcerative disease, relatively fit men of an 
average age of only 32. Hence the contrast with a 
control series from the records of King’s College 
Hospital, where the average age was 46, the average 
interval between perforation and operation 10 hours, 
and the mortality 20°,. The well-known relations 
between preoperative interval, age, and operation 
mortality are again exemplified in Raw’s report of 
Newcastle cases on p. 12. 

The most striking finding in the naval series is that 
now, between 9 and 20 years after their operations, 
44°,, of the patients are still serving with His Majesty’s 
forces, and may be presumed to have no incapacitating 
degree of dyspepsia. The dyspeptic history of the 
others is not available from naval records, but the 
conclusion is clear—that past perforation does not 
necessarily mean that a man is useless to the Services. 
WAKELEY states confidently that the prognosis in 
cases of perforation is better than in any other form 
of peptic ulcer. Although a long and close follow-up 
study would be needed to prove this statement, it is 
certainly what anatomical considerations would lead 
us to expect. When an ulcer lies posteriorly it 
penetrates the wall of the stomach or duodenum, 
grows larger-by eroding the pancreas or liver, and 
establishes round itself a zone of fibrous tissue so 
dense that, however favourable other factors may be, 
healing becomes nearly impossible’; in post-mortem 
examinations the scars of healed ulcers within the 
gastric or duodenal walls are common, but evidence 
of penetration and subsequent healing is rare. The 
ulcer lying anteriorly, on the other hand, perforates 
long before its depth or its fibrosis approach in amount 
those of the penetrating posterior ulcer ; then either 
the patient dies, or he is saved by an operation which 
for a time at least eliminates his ulcer. This may of 
course recur, or another may develop elsewhere ; but 
on the whole the ulcer that can perforate is insus- 
ceptible, because of its anatomical position, to one 
of the factors that make for chronicity ; and it is 
also unlikely to erode vessels large enough to bleed 
dangerously. 

Perforation is proof, more striking than exacerba- 
tion of dyspepsia, of increased activity of the ulcera- 
tive process. It is now four years since Davies and 
Witson,! probing the personal histories of ulcer 
patients, claimed that perforation is usually preceded 
by an increase of emotional strain, of a kind commonly 


~ 4, Davies, D. T. and Wilson, A. T. M. Lancet, 1939, ii, 723. 
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associated with increased responsibility, financial 
difficulty and troubles in the family. One can imagine 
few more potent cause of anxiety on these counts 
than frequent air-raids. So it was not surprising 
that admissions to London hospitals of patients with 
perforated ulcers were said to have increased during 
the blitz. In our present issue this observation is 
securely established by Spicer, SrEwART and WINSER. 
with a statistical analysis of figures from 16 London 
hospitals from January, 1937, to November, 1942: in 
the nine months between September, 1940, and May, 
1941, the average monthly admission-rate for perfora- 
tions was 35-1; before and after that period it lay 
always below 25-5. WunseEr and his colleagues have 
refrained from offering the advice that the middle-aged 
ulcer patient, when he hears the siren, should drink a 
glass of milk and go to bed. The glass of milk would 
be desirable ; but bed without sleep is a hotbed for 
anxiety, and the ulcer patient who in these circum- 
stances does something different from his fellows, for 
the supposed benefit of his ulcer, only adds fear of his 
ulcer to the fears for himself and his family engendered 
by the siren. If he has no appropriate duties to 
pertorm he would be better immersed in a game of 
bridge. 
WOUNDS OF JOINTS 

THE nation has been warned to expect heavy 
casualties, and it is our duty to prepare for them. It 
should be possible after four years of war to assess the 
value of present methods of treating wounds, but 
before this can be done satisfactorily more records of 
end-results must be provided. BuxtTon’s! survey 
of 51 elbow wounds sustained in the third Libyan 
battle makes it clear once more that sulphonamides 
must not be regarded as a cure-all: 31 developed 
suppurative arthritis, and the infection seems to have 
been severe, for 17 ended in complete ankylosis, and 5 
with movement less than 30° He does not discuss 
the bacteriology of these joint wounds, but there as 
elsewhere the inhibition of streptococci by sulphon- 
amides may have increased the relative importance 
of the staphylococcus. The latter is becoming, or has 
become, the main problem. Examining a mixed 
group of 192 wounds in the El Alamein campaign, 
PuLvertaFt? found staphylococci in almost 70°, : 
in a small series of brain. wounds Carrns * reports a 
similar flora; and BopreNHAM ‘ notes that in burns 
and surface wounds the incidence of Staph. aureus is 
almost 100°,. Penicillin is capable of eliminating the 
staphylococcus—though Scott THOMSON * mentions a 
disturbing 5°,, of penicillin-resistant Staph. aureus- 
but only if it can be brought into contact with the 
organism in adequate concentration. A joint is 
a complex cavity, and it is difficult for the drug to 
reach all the pockets. As BopENHAM® points out, 
surgery may be needed to facilitate its application. 

More bacteriological information is also required 
to show how often the joint infection starts in the 
superficial layers and then spreads inwards; for 
CatRNS has demonstrated that most brain-wound 
infections begin in that way. In the last war DuvaL 
and others found that in joint wounds there was no 
1. Buxton, St.J. D. Lancet, 1943, ii, 663. 
2. Pulvertaft, R? J. V. Ibid, p. 1. 
3. See Lancet, 1943, ii, 705. 4. Bodenham, D. C. Ibid, p. 725. 
5. War Office Report on Investigation of War Wounds. See 

Lancet, 1943, ii, 742. 

6. See Lancet, 1943, ii, 639. 
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synovial infection for at least 24 hours, and often it 
was 60 hours before infection developed.? Early 
sterilisation of the. superficial tissues may thus be 
particularly important, and it is likely that a penicillin- 
sulphonamide powder will come to be used as the early 
first-aid measure as soon as supplies are available. 
Against the secondary invader, or ~“ hospital 
infection,’ the closed skin is the best bulwark. 
* Never primary suture the war wound ”’ is a Service 
order that may need adjusting in the light of the work 
with penicillin. = 

TRUETA’ advocates primary suture of the joint 
wound provided it can be done within 12 hours. 
Besides skin closure he also recommends suturing the 
synovia with a fine running catgut stitch if at all 
possible (it is only occasionally possible in an elbow 
wound). BcxToN gives no advice on this point, for 
nearly all his series were operated on 24 hours or 
more after wounding. At times one specialty may 
learn from another, and the neurosurgeon’s experience 
in North Africa is instructive. In different cireum- 
stances of war EDEN ® was able to operate on 188 out 
of 293 head wounds within 24 hours of the injury, and 
on all but 34 of the remainder within 72 hours. After 
careful surgery and suitable plastic measures all the 
wounds were primarily sutured, draining only by 
means of a stab-wound for 48 hours. In no part of the 
body could even a mild enclosed infection be fraught 
with greater risk; yet 97°, of the surviving cases 
healed without serious complication. Those who 
urge the need for suture of the synovia will note that 
no attempt was made to suture the dura. In the late 
case, Buxton emphasises the importance of adequate 
drainage, and he has been impressed by the better 
results where the olecranon had been excised—some 
cases ‘‘ regained up to 70° flexion-extension mobility, 
and half the supination-pronation movement.” The 
wounding missile does not always pick the most suit- 
able spot for subsequent drainage, and GIRDLESTONE ° 
advocates deliberate excision of the olecranon for 
drainage. The Russian surgeon employs a fuller 
excision of the joint, and the French in this war 
(following LericuHeE in the last) have also favoured the 
more radical excision of damaged bone fragments. 
But the lower end of the humerus is richly clothed 
with vascular muscle, and sequestration was uncom- 
mon in BuxToNn’s cases. WaATSON-JONES ” too is 
against joint resection, and writes, ‘‘a_ striking 
feature of surgery in this war is the excellence of 
function and the free mobility regained after treatment 
of penetrating joint injuries by early excision of the 
wound (not resection of the joint) and immobilisation 
in plaster.” 

To obtain ‘enforced, uninterrupted and _pro- 
longed’ rest for the elbow-joint, according to 
TuHomas’s dicta, a shoulder spica is necessary, but in 
the Middle East transport difticulties and climatic 
conditions made this impracticable, and in BuxTon’s 
cases the elbows were immobilised in a_ plaster 
extending from the axilla to the metacarpal necks and 
supported in a sling. In the last war, following the 
advice of WiLLEMsS |" of Ghent, it was the custom to 
make patients with joint infections move their joints 


‘ 


- bags J. Principles and Practice of War Surgery, London, 
943, p. 275. 

8. Eden K. Lancet, 1943, ii, 689. 9. Girdlestone, G, R. Ibid, p. 593. 

10, Watson-Jones, R. Brit. med. J, 1943, ii, 276. 

11. Willems, M. Official Medical History of the War, Surgery, 

vol. p. 299. 
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early ; but movement is now wholeheartedly con- 
demned ; in the words of THomas, ‘‘ it would indeed 
be as reasonable to attempt to cure a fever patient by 
kicking him out of bed, as to benefit joint disease by 
wriggling at the articulation.” Buxton recommends 
fixation of the elbow at a right angle, in full supination 
(spit-into-your-hand position); other orthopedic 
surgeons prefer a more obtuse angle and the mid- 
position. Two of his series had amputations per- 
formed because of the extent of the wounds; but 
he holds that destruction of tissue alone is rarely an 
indication for amputation, and the MRC War Memo 
No. 5 regards irreparable interference with the 
blood-supply as the main indication, extensive local 
damage being a very rare one. A flail elbow can 
usually be stabilised later, either by operation or with a 
suitable appliance. 

There was remarkable recovery of the nerve lesions 
in these cases, which speaks well for the carefulness of 
the primary surgery ; 16 nerves had been injured and 
14 recovered without operation. At the British 
Orthopedic Association meeting, W. RowLry 
Bristow drew attention to this tendency of nerves 
to recover, and described a case where flexor tendons 
of the forearm had been transplanted into the extensor 
muscle group for an apparently irrecoverable lesion 
of the radial nerve. The patient was invalided home, 
and the surgeons there were presented with a new 
problem ; for in the meantime the radial nerve had 
recovered. 


TRIAL AND TREATMENT 

THE punishments appropriate to the delinquent 
child have been given a thorough airing over the case 
of Denis Craddock at Hereford. The case was 
managed in accordance with existing legislation, as 
Lord Justice GoppARD’s report showed. Criticism 
of this legislation is chiefly based on the fact that a 
court of first instance, under the guidance of magis- 
trates not specially trained in the law and not neces- 
sarily deeply conversant with the springs of human 
behaviour, has the power to order segregation of a 
child and commit him to guardianship or to an ap- 
proved school for a period of years, as well as punish- 
ment by birching. At a conference in London a few 
weeks ago the National Council for Civil Liberties 
proposed a revision of this system, and especially 
the abolition of birching. Miss Margery Fry quoted 
the Children Act of 1933, which directs the courts 
“ to consider the welfare of the children.” Not trial 
and punishment, then, but trial and treatment is the 
aim. In the light of this it is worth while examining 
the results of the measures which magistrates have the 
power to impose—namely, probation and boarding 
out under guardianship, residence in an approved 
school, and birching. 

The results of probation, guardianship, or residence 
in an approved school are generally agreed to be 
favourable on the whole. Thus East and Husert ! 
quote a Home Office inquiry showing that of 2311 
probationers more than 70°% had satisfactory records 
3 years after probation, and of 8000 children in 
approved schools 84°/, were satisfactory three years 
after leaving. This, however, means: that for a 
quarter or more of the children who get into court 
existing methods of treatment have not been a 


1. East, W. N. and Hubert, W. H. de B. The Psychological 
Treatment of Crime. HMSO, 1939, p. 15. 
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success—a proportion which might be reduced, even 


‘though Mr. H. Morrison finds himself satisfied with 


the principles on which young offenders are at present 
dealt with. But in any case the juvenile offender 
tends to settle down. Barton Hatt,’ studying 1500 
young people between the ages of 10 and 20, referred 
for mental, nervous or allied disorders to a psychiatric 
centre, found that in 31% the patient was suffering 
from mental conflict manifesting itself in conduct 
disorders and delinquent acts, many of them leading 
to the juvenile court. She anticipated a favourable 
prognosis in only a third of these, yet two-thirds 
made a complete recovery. 

The Hereford case has demonstrated that on the 
letter of the law a child may be segregated from his 
parents from the age of 11 until he is 18, and that 
he may be lodged at some address which his parents 
do not know. In putting a child under guardianship 
the court places him under the care of a “ fit person ”’ 
—in this case the education authority. The Hereford 
authority placed Craddock in a good foster home, but 
followed the undesirable course of keeping the address 
from his parents. This is not a usual or universal 
practice, and is certainly not in accordance with the 
spirit of the Home Office regulations. In making the 
commitment to the age of 18 the magistrates had no 
option: that is the only sentence open to them. In 
practice it can readily be remitted and the chances 
are that the boy would have been home again as soon 
as sufficient time had elapsed to break up the gang 
activities in which he had taken part—probably in 
a year or two. Nor is a boy, when committed to an 
approved school, completely segregated from his 
parents or the world. The regulations run ° : 

Boys shall be encouraged to write to their parents at least 
once @ month and for this purpose postage stamps shall 
be provided, if necessary, by the Managers. 

Boys shall be allowed to receive letters from their parents, 
relatives and friends, and, at such reasonable intervals 
as the Managers may determine, visits from them. 

If a boy’s behaviour is good he can get home for 
holidays and short periods, the length of his stay in the 
school being conditioned by his behaviour. Censor- 
ship of letters to and from parents varies in different 
schools, but it seems unreasonable to expect children 
to learn'to respect private property unless the authori- 
ties set an example. 

So much for the special training of delinquents 
away from home, which gives reasonably good results. 
There remains birching; and here the evidence is 
equally clear-cut. The Departmental Committee on 
Corporal Punishment (1937-38) quoted figures show- 
ing that 25°, of children who were birched were 
charged again within a month, 76% within two years. 
In one Scottish town 133 boys were birched during 
1934 and 1935 and 36°; were again charged later. 
The committee recommended the abolition of birching 
and flogging as penal measures; yet since that time 
the number of birchings has risen from 48 in 1938 
to more than 300 in 1942. It is not quite clear why 
this should be so, unless because birching is a cheap 
and easy measure to apply in war-time. Delinquency 
has shown no commensurate increase, having gone up 
by only 3 per 1000 since the outbreak of war. In 
any case there is no evidence that birching is a 
cure for the complex resentments and frustrations 


~ 2, Barton Hall, 8. and M. Lancet, 1942, i, 377. 
3. Statutary Rules and Orders, 1933, no. 774, para 31. 


OF CANCER JAN. 1, 1944 2] 


usually associated with delinquent behaviour ;_ in- 
formed opinion in our columns has invariably been 
to the opposite effect—if you birch a bad boy you 
make him worse. Thus Rackuam,! like other 
experienced magistrates, has found that a boy 
punished in this way is nearly always back in court 
within a few weeks; at a Eugenic Nociety’s luncheon 
last year she quoted Cyrit Burr that  birching 
nearly always makes the delinquent at once more 
defiant and more furtive. CARROLL,® speaking at a 
meeting of the Medico-Legal Society in 1939, said that 
the effect of punishment—he did not specify what 
form of punishment—was not easy to forecast, but 
that in some types it is disastrous, and that the serious 
juvenile offender is generally better treated without 
it. Nor is there any evidence that the results to be 
expected of corporal punishment vary with the intel- 
ligence of the child ; that it is successful, for example, 
with the dull and stupid, though unsuited for the 
intelligent. BopMan * reports that birching has not 
the deterrent effect on dull children (IQ less than 85) 
commonly attributed to it, since in many cases such 
punishment has been administered as often as four 
or five times over as many weeks, without any benefit 
to the child’s behaviour. These are admittedly 
opinions, but they are based on wide experience. 

It is no uncommon thing for public opinion in this 
country to run ahead of the law; one example was 
the growing unwillingness of juries to convict at the 
time when hanging was the penalty for petty theft. 
Birching seems to be an inept penal measure which 
needs revision. In practice, the Hereford case may 
render it a dead letter, for it has made clear to parents 
their right to appeal. The time allowed for appeal is 
14 days, and, as the learned judge pointed out, nothing 
could be worse for a child than to have a whipping 
hanging over him for a fortnight. The responsibility 
of exposing a child to this risk is not one to be taken 
lightly. 

CONTROL OF CANCER 

At the British Empire Cancer Campaign’s meeting 
on Dec. 14 Prof. E. C. Dopps, FRs, made an arresting 
speech. His statement of the difficulties confronting 
a system of research that depends on benevolence 
could scarcely be bettered. In Great Britain there 
is no direct state subsidy for cancer research, though a 
trickle may find its way thither indirectly. Cancer 
research is a charity; and a charity cannot thrive 
unless its donors are convinced that their gifts are 
bearing fruit. Professor Dopps believes that in these 
circumstances the public should be given a picture of 
cancer research as it really is. So far all will agree. 
Either the public must understand the problems that 
research confronts, or else responsibility for attempt- 
ing their solution must be delegated to the state. To 
give the picture to the public is not easy ; but it is not 
impossible if the experts are clear in their own minds 
about where they agree and where they differ. The 
treatment of prostatic cancer provides a useful illus- 
tration of the need for clarity, for the comments 
Professor Dopps made on control of this condition 
reveal a difference of outlook from that of the 
practising surgeon on the one hand and that of 
the iconoclastic bench-worker on the other. 

4. Rackham (Mrs.) C. D. Lancet, 1942, i, 536. 
5 


. Carroll, Denis, Ibid, 19389, ii, 22. 
6. Bodman, F. H. Ibid, 19 41, ii, 
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Like all other diseases cancer combines a basic 
pathological alteration with pathological symptoms. 
In no disease is there greater identity of basic patho- 
logical alteration ; in few is there greater diversity of 
symptoms. ‘The identity rests on three solid observa- 
tions—that cancer is a disease of cells; that these 
diseased cells carry their own stimulus to divide ; and 
that when they divide they reproduce their own kind. 
This is no mere theory or working hypothesis ; it is a 
truth verifiable by any moderately skilful person 
who combines alternate microscopy and transplanta- 
tion of tumours. Symptoms onthe other hand depend 
on the local or centrifugal malignancy of cancer, 
on the site of origin, on the tendency to spread, and 
on the anatomical paths of spread. Even the pres- 
ence of pain is inconstant. In addition, the cachexia 
sometimes associated with tumours may be attribut- 
able to anemia, to chronic intoxication with metabolic 
products, to secondary bacterial invasion, or even to 
the secretions of a differentiating neoplasm. 

Prostatic cancer is often cancer in one of its most 
terrible forms. Starting as a relatively small tumour 
it may soon interfere with bladder function ; it may 
then spread widely and rapidly ; it is extremely pain- 
ful, emaciates the patient and may even paralyse 
him ; it leaves him without appetite or desire to live. 
To see these symptoms removed, appetite for food and 
life restored, and the patient once more a useful citizen 
is a dramatic experience ; and to have reached this 
stage in treatment is a great achievement. In a 
comprehensive summary of much of the work which 
has preceded this important advance in therapy, 
Hugerns! of Chicago says that either castration or 
administration of cestrogenic substances will bring 
about this relief in a large number of patients. 

‘It must be emphasized,”’ he adds, ‘‘ that the results 
are not uniformly successful and they fall into three 
groups; one group, less than 5 per cent. of patients, 
received no or slight benefit from endocrine treatment : 
the other groups, larger and nearly equal in number, 
obtained respectively an improvement pronounced but 
unsustained (less than 18 months) or a pronounced and 
more prolonged regression of the disease.” 

Nowhere has Hucarns stated that the disease was 
cured, though he believes the benefit is more than 
palliation. Independent workers in other centres * 
have confirmed the relief of symptoms. The fact 
that a cure of this disease—a saving of lives—has not 
yet been claimed by any surgeon, does not detract 
from the value of alleviating symptoms so severe. 

If on the subject of saving life the surgeon differs 
from Professor Dopps, no less will the bench-worker 
differ on the meaning of the control of cancer. The 
three basic discoveries we have already mentioned 
are no longer disputed, and divergence of opinion 
now concerns the stimulus to divide, which the cancer 
cell carries within itself. The nature of the stimulus 
and the way in which the alteration comes about 
may still be debated. But whatever the answer to 
the questions may be, it seems unlikely that cancer, 
the disease, will be controlled until that stimulus is 
neutralised or the apparatus—the nucleus—through 
which it works, has been made inactive. In the 

meantime, and until some method of controlling basic 
causes is discovered, our aim must still be removal 
of the cancer cell. 
1. Huggins, C. Seience, 1943, 97, 541. 


2. Annual Report of the British Empire Cancer Campaign, 1943; 
see Lancet, 1943, ii, 806. ' 
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Annotations 


NEW LEAVES 

Tue: paper situation being a little easier, we begin the 
New Year by giving many new-subseribers a chance to 
turn over new leaves every week. We trust that, like 
leaves on another occasion, they may indicate recession 
of adeluge. Most of our new readers are in the Services ; 
and foremost in their minds, as in ours, are the efforts 
remaining to be made before, like Noah and his family, 
they can begin to restore and replenish the earth. 
Nevertheless we cannot suppose that conversation in the 
Ark was confined to immediate discomforts—grave 
though they must have been. The prospects of 1944 
make it not only proper but also necessary to discuss in 
detail the requirements of peace ; and a new section of this 
journal, headed Reconstruction, will be devoted to pro- 
posals for making each new year an improvement on the 


saat. TRENCH FOOT 


Snow is falling on the Russian and Italian fronts, and 
the armies are again exposed to frostbite and trench 
foot. The latter, like immersion foot in sailors, follows 
long-continued chill rather than exposure to extreme 
cold, and in the west it is the more important to trodps. 
The dry air usually associated with very low tempera- 
tures is a poor conductor of heat. It was found in 
Flanders, Gallipoli and the Balkans during the last war, 
that the humid airs of oceanic climates, the slush of 
mountain sides, the deep mud of trenches hastily 
improvised and improperly drained, are the chief 
dangers, abstracting heat more rapidly from the feet 
and hands because of the high thermal conductivity of 
water. 

The prophylaxis of trench foot has been described in 
this country by Greene! and in Russia by Sarkisov- 
Serasini.2 Provided an army is well equipped and both 
officers and men understand the risks and how to combat 
them, the incidence of cryopathies provides an index of 
discipline. It is the army in retreat, low in morale and 
with its communications in disorder, that suffers most 
severely. In preventing casualties from this cause, the 
MO shares his responsibility with his fellow officers. 
So far as may be possible, clothes should not hinder the 
circulation ; socks should be loose and undarned ; boots 
should be well fitting, soft and of ample size; ski 
bindings should not constrict the toes. Dry socks should 
be carried and wet ones changed at every opportunity. 
Provision should be made for the drying of boots and 
other clothing. Hot meals should be provided. Habits 
of immobility must be countered and the venous return 
from the feet aided by constant muscular activity on 
duty, and by elevation of the legs at rest. Sarkisov- 
Serasini especially emphasises the need to keep the feet 
clean and to free them from the epidermophytosis with 
which almost every soldier is afflicted. In the British 
Army in 1914-18 attention was drawn to the frequency 
with which sepsis, then the most serious complication 
of trench foot, began in areas abraded by ill-fitting boots 
or denuded of the horny layer by the fungus of “ athlete’s 
foot.” A recent German paper has commented upon the 
importance of sweaty feet as a predisposing factor ; 
sweat not only conducts heat but favours epidermo- 
phytosis. Sarkisov-Serasinirecommends frequent washing 
with soap and water followed by dusting with a powder 
consisting of salicylic acid 2, alum 8, lycopodium 
5 and tale 20 which should also be blown into the 
boots. For developed cases of epidermophytosis, every 
doctor has his favourite remedy. 

The onset of trench foot may be insidious and only 
careful watch by every officer ensures that cases are 


Lancet, 1940, i, 303 ; 1941, ii, 689. 
The Elements of Physical Training and the Prophylaxis of 
Frostbite, Chapter 9, Moscow 1941, 
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avoided. ‘‘ Then,’ wrote Napoleon’s surgeon Larrey, 
* woe to him, who numb with cold . . . approached too 
near to the camp fires.’ To the numbed feet or hands 
no warmth must come greater than that of the human 
body. Limbs once affected should be kept as cool as 
possible while the rest of the patient is warmed ; never 
must they be rubbed, for the chilled or frozen skin is too 
delicate for such harsh measures. First-aid consists in 
protection from further damage by heat or movement or 
infection. 

During the first part of the Finnish-Russian war a 
Finn visiting this country was asked how frostbite was 
treated in the Finnish army. “‘ In the Finnish army,” he 
replied, ‘‘ frostbite does not occur.” This, as a matter of 
fact, is untrue ; but the pardonable exaggeration teaches a 
useful lesson. Given good equipment, frostbite and 
trench foot on land are usually the result of carelessness. 


ATTITUDES TO EPILEPSY 

FRoo ancient times epilepsy has probably excited more 
respect than it deserves. Its old appellation of the 
‘‘sacred disease’? was an example of that defensive 
magic by which the inexplicable must be sanctified and 
thus propitiated. Yet in general it is no more than an 
inconvenience, alarming to onlookers but not grossly 
distressing to the patient. True some epileptics are 
mentally defective, some deteriorate intellectually, some 
are hysterical or otherwise psychopathic, and a few have 
fugues or other epileptic equivalents. But a great many 
of them simply have their fits, and get on with their lives 
no worse than anyone else; and there are plenty of 
examples to show that epilepsy is not incompatible with 
ability, or even with genius. Last year the Laymen’s 
League against Epilepsy, was incorporated in America 
with the aim of creating a practical and healthy atti- 
tude to the disorder among epileptics and those with 
whom they are associated. Some accounf of its work 
is given in a delayed issue (Dec. 1942) of Epilepsia, the 
journal of the International League against Epilepsy, 
which has just reached us. Epileptic children often 
feel they are stigmatised, and are thus at a dis- 
advantage among their schoolfellows. Mrs. Brooks 
Potter, president of the LLAE, writes that they are 
encouraged by the league to speak frankly of their 
attacks in some such words as: ‘‘ Why yes, I have 
epileptic seizures, but I am taking the very best medicine 
the doctors know of. If only they can get more money 
for research there is every chance of their discovering 
the cause and cure.’ School teachers too are encouraged 
to take a sensible view of the condition, and parents are 
helped to avoid too much solicitude and to understand 
the despair which is usually at the bottom of defiance or 
unruliness in an epileptic child. She notes that members 
are now to be found in the United States, Australia, 
Canada, South America, and South Africa. It is an old 
story that fhe patient knows more about his disease than 
anyone else, and this league could hope to contribute to 
the understanding of epilepsy even it membership was 
contined to epilepti¢s ; actually membership is also open 
«to doctors, and to friends and relatives of patients. The 
treasurer’s office of the LLAE is at 50, State Street, 
Boston, USA. 


CHEMOPROPHYLAXIS OF RHEUMATIC FEVER 

PropuyLactic doses of sulphadiazine have given 
encouraging though not entirely conclusive results in 
cutting short an epidemic of scarlet fever,! but the chemo- 
prophylaxis of acute rheumatism by giving small doses 
of a sulphonamide throughout a whole winter is a 
different matter. In several well-controlled trials? 
considerable and even brilliant success has been attained 
1. See Lancet, Oct. 2, 1943, p. 421. 
2. Coburn, A. F. and Moore, L. V. J. clin. Invest. 1939, 18, aa 3 


Med, Clin. N. Amer. 1940, 24, 633; J. Amer, med, Ass, 194 
117,176; Thomas, C. B. 1941, 116, 551. 


[JAN. 1, 1944 923 


with sulphanilamide, but long-continued administration 
of this drug is a tricky business requiring close observa- 
tion and many exact laboratory estimations of hawmo- 
globin, red and white cells, sedimentation-rates, anti- 
streptolysin titres and drug-concentration levels as well 
as typing of hemolytic streptococci from throat swabs. 
Such an experiment in a home for rheumatic children 
has been described by Kuttner and Reyersbach.* 

About half the children, 108 in number, were given 
1-2 g. of sulphanilamide daily in three divided doses 
from October to June, 1941 and 1942, the other half 
acting as controls. Among the treated children only 2 
contracted streptococcal upper respiratory infections, 
and only one of these showed signs of rheumatic activity. 
In contrast, among the 104 controls, 48 contracted 
streptococcal pharyngitis and 23 of these had definite 
and 5 possible rheumatic relapses. No rheumatic 
relapses were observed in children who escaped strepto- 
coccal upper respiratory infections, and this in the 
observers’ view provides definite confirmatory evidence 
of the importance of Strep. pyogenes in the #tiology of 
rheumatic fever. The incidence of toxic effects of the 
drug in this experiment was as high as 15°, and included 
fever, erythematous and urticarial rashes, and leucopenia 
(3 cases). These effects appeared from the 5th to the 
35th day after beginning medication, and necessitated 
in each case the immediate stoppage of the drug. In 9 
of these children an attempt was later made to re-start 
the drug, but in 7 of them symptoms of intolerance again 
appeared. However, 3 out of 4 were able to tolerate 
sulphadiazine. All the remainder of the children 
tolerated the drug well. No serious toxic effect occurred 
in this experiment, but Stowell and Button 4 in a some- 
what similar series reported fatal agranulocytosis in a 
boy of 12 years. 

No complete success for this method can be claimed 
until it has been applied to rheumatic patients every 
winter throughout childhood, adolescence and even 
young adult life. This is a formidable and generally 
impracticable undertaking. For the present, the use of 
the method should probably be confined to patients 
with severe rheumatic heart disease. Possibly our know- 
ledge of the relationship of streptococcal infections to 
rheumatic fever may lead to new antistreptococcal 
methods based on biological reactions rather than on 
chemotherapy. 


PLANNING FOR POPULATION 

THE new Royal Commission on the Birth-rate will 
have to decide, among other things, whether the country’s 
interest will be best served by a larger or a smaller 
population. Dr. J. A. Fraser Roberts, addressing the 
Eugenics Society on Dec. 14, had no doubt that public 
opinion is largely in favour of an increase in population, 
and even hinted that any other view is decadent. In his 
opinion a decline in population will mean a decline in 
quality, since it chiefly affects the more intelligent sec- 
tions of the community. He did not, however, state his 
criteria of intelligence. If, as seemed implicit in his 
argument, he regards the professional classes as more 
intelligent than the artisans, and the artisans as more 
intelligent than the labourers, the issue is less clear than 
it may seem; for who is to say—without exhaustive 
investigation—that the professional group entered their 
careers because they were intelligent, and not because 
they and their parents were relatively infertile?) Gener- 
ally speaking only parents with few children can afford 
to give them a professional education ; and the young 
person determined to do well in a profession generally has 
to postpone marriage. Indeed, as he pointed out, intelli- 
gence itself may to some extent be biologically associated 
with infertility, partly because those with a wide range 


3. Kuttner, A. G. and Reyersbach, G. J. clin, Invest. January, 
1943, p. 77. 

4. Stowell, D. D. and Button, W. H. jun. /. Amer. med. Ass. 1941, 

2164. 
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THE LANCET] 
of interests baie less attention to spare for the getting 
and rearing of children. If this is so, it is right to inquire 
into all the reasons for this relative infertility ; it may 
have biological advantages not so far understood. Dr. 
Roberts’s solution would be to encourage larger families 
throughout the community ; and to equalise differences 
by removing the economic sanctions that make it an 
advantage to be born into a small family. Family allow- 
ances, he thinks, might encourage this change, and should 
be partly in the form of services to the children ; in the 
higher-income groups relief should be applied by reducing 
taxation. At the same meeting Mr. Richard Titmuss 
pointed out that economic troubles can certainly affect 
fertility through the medium of contraceptives ; thus 
in an industrial area which had a high birth-rate while 
prosperous showed a fall of 16% in twelve years when 
unemployment became serious, as against a fall of 2%, 
in an area not so hardly hit. - 

This discussion hinted at the scope of the investigation 
facing the commissioners. In studying the present 
situation they will have to decide, for exarsple, whether 
the decline is due chiefly to contraceptives or whether 
some biological factor is at work. 
figures showing that in the United States differences in 
the birth-rate between town and country, rich and poor, 
had the same relative pattern in the eighteenth and early 
nineteenth centuries (when the use of contraceptives was 
presumably less widespread) as they have today. 


SULPHONAMIDES AND PLASMA PROTEINS 


Ir has long been known that sulphonamide compounds 
are not uniformly distributed between the cells and 
plasma of the blood, or between the plasma and cerebro- 
spinal fluid (CSF), and that some sulphonamides were 
distributed more unevenly than others. Thus in a typical 
specimen of human blood, if the concentration as measured 
in the whole blood is taken as 1-0, the concentration in the 
plasma will be 0-8 for sulphanilamide, 1-0, for sulphapyri- 
dine 1-15 for sulphadiazine and 1-17 for sulphathiazole. 
Since the corpuscles occupy about a third of the volume 
of the whole blood, a simple calculation shows that the 
concentration of sulphanilamide in the corpuscles is 1-8 
times that in the plasma, that of sulphapyridine 1-0, 
that of sulphadiazine 0-61, and that of sulphathiazole 
only 0:57. The relatvie distribution of sulphonamides 
between the blood and CSF seldom reaches stable equili- 
brium, for the concentration in the blood is usually 
rising or falling and the corresponding changes in the 
CSF lag several hours behind it; hence, the ratio 
between the two shows great variation. Allowing, 
however, for irregularities, the typical distribution 
between CSF and blood (blood being 1-0) is sulphanil- 
amide 0:60 or more, sulphapyridine 0-60, sulphadiazine 
0-50 and sulphathiazole 0-25. 

The cause of this uneven distribution appears to be the 
binding of part of the sulphonamide to the plasma 
protein, as has been described before in these columns. 
Accordingly much of the sulphonamide is not free to 
diffuse through membranes, such as the red-cell envelope 
or the blood-CSF barrier, which do not permit the 
passage of protein. A description of the whole pheno- 
menon has lately been given by Davis.1_ The compounds 
are bound to the albumin of the plasma only, and not 
to the globulin or to the lipoid complexes present. The 
pércentage of compound bound is proportional to the 
amount of protein in the plasma but inversely propor- 
tional to the blood concentration of the compound, a 
lower percentage (but greater absolute amount) being 
bound if the blood concentration is high. With a plasma 
concentration of 10 mg. per 100 ¢.cm. the proportion 
bound is 5% for sulphanilamide, 10% for sulphapyridine, 
21% for sulphadiazine, and 55% tor sulphathiazole. 
The binding is not significantly affected by temperature 


1. Davis, H. B. J. Clin. Invest. 1943, 22,753. 
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Dr. Roberts quoted’ 
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(5-37° , it upon ‘he native inte- 
grity of the protein, for it persists after denaturation 
by ultraviolet light. The amount bound ig increased by 
making the plasma alkaline, especially in the ease of 
sulphathiazele, and decreased by making it acid ; this 
may explain how so little sulphonamide is lost in the 
tirst stage of the Marshall test, when the proteins are 
precipitated by trichloracetic acid. Calculations show 
that the active distribution observed between blood and 
CSF are closely similar to what would be expected if the 
CSF were assumed to be equivalent to a protein-free 
filtrate of the plasma. The various distributions be- 
tween erythrocytes and plasma are not so well explained. 
The nature of the binding is obscure ; but the manner 
in which it varies with the acidity or alkalinity of the 
medium suggests that it may depend upon electrostatic 
attraction to positively charged regions on the protein 
surface. In other words, the sulphonamide compounds 
behave like anions which are attracted to basic groups, 
such as — NH,, on the protein. In this connexion it may 
be noted that there is a close parallelism between the 
extent to which the various sulphonamides undergo 


, anionic dissociation at the reaction of the body and their 


relative bacteriostatic activities? It seems that the 
compounds are active against bacteria only when they 
are in the anionic state ; and sulphathiazole is so much 
more active than sulphanilamide because at pH 7-4 (the 
reaction of the body) almost all the sulphathiazole is 
converted into anions, while only a small part of the 
sulphanilamide is thus converted. 

From the clinical standpoint, the most important 
question is whether sulphonamides thus bound to proteins 
are active against bacteria or not. Preliminary experi- 
ments with Bact. coli in vitro suggest that the ‘‘ bound ” 
sulphonamide is not bacteriostatically active. If this is 
so, the therapeutic activity of the different compounds 
cannot be deduced from a knowledge of their blood con- 
centrations and of their relative bacteriostatic activity 
in vitro, measured usually in protein-poor media. On 
the other hand, the chief sulphonamides—sulphanil- 
amide, sulphapyridine, sulphathiazole, and sulphadiazine 

—have now been in use so long that our opinions about 
their therapeutic value are amply based upon adequate 
clinical comparisons ; they no longer rest upon the 
theoretical foundations which have now been undermined. 


PRESSURE DRESSINGS 


AN early and striking change in a burn is the rapid 
outpouring of fluid from the blood-vessels in and beneath 
the injured skin. The epidermis is lifted to form 
blisters, and the affected region rapidly swells. Both 
these changes are easily seen in burns of the extremities, 
though they may occasionally be absent when the burn is 
particularly severe and the whole dermis fixed in a hard 
unyielding mass. Experimentally Leach, Peters and 
Rossiter * have shown that the amount of fluid in a piece 
of skin that has been mildly burnt may increase by as 
much as 50% within half an hour of the injury. These 
local changes : are rapidly reflected in heemoconcentration, 
which is the salient feature of burn shock. Fortunately 
this condition is readily amenable to treatment by serum 
or plasma transfusions, which have reduced the mortality 
of burns in the early stages. Many cases however 
succumb later to the results of serious burn infection. 

it would no doubt be better to prevent hzemoconcen- 
tration by an appropriate form of local treatment, though 
in some circumstances it is easier to transfuse a patient 
than to apply any but the simplest local dressing. Yet 
to cover the burn early and keep its surface as dry as 
possible by preventing exudation goes a long way 
towards preventing infection. In a note on Rossiter’s 


- Bell, P. H. and Roblin, R. O. jan., J. Amer. chem. Soc, 1942, 64, 


3. Leach, , Peters, R. A. and Rossiter, R. J. Quart. J. exp, 
943, 32, 67. 
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paper (p. 9), Peters pleads for a new outlook on the 
first-aid treatment of burns. Rossiter shows that a 
relatively low external pressure on the surface of an 
experimental burn materially limits the edema which 
would otherwise develop. This limitation was significant 
even when pressure was applied for either the first or last 
3-hour period of observations extending over 6 hours. 
He used rabbits and guineapigs, with essentially similar 
results in both. The pressures needed to cause the same 
percentage reduction in oedema were higher in rabbits. 
The coagulants most popular in modern burn therapy 
were without effect in preventing oedema of the skin, 
though they did control the surface loss of fluid, which 
san be a significant factor in extensive human burns. 
Before advocating a new type of dressing based on these 
findings it is necessary to know more about the pressures 
needed to control edema in man. In the meantime 
it is worth considering the use of rigid plaster-of-paris 
easts. Plaster casts should not be classified as pressure 
dressings, since to use pressure, or to seem to suggest its 
use, in applying a plaster cast would be courting disaster. 
When plaster is used in a fresh case of burns the exuda- 
tion from the vessels is finally controlled by the internal 


” pressure developing as a result of the continued swelling 


of the limb. To reduce such swelling to the minimum 
the cast must be close-fitting, and padding provided only 
at the recognised pressure points. The use of closed 
plaster casts for the treatment of burns has been 
described by Levenson and Lund‘ in America. Unlike 
Barnes ® who used the same method, they do not insist 
that the limb must be kept raised. Barnes found that 
pain developed in a fresh burn enclosed in plaster unless 
the limb was suspended. The swelling of an injured limb 
is not by any means perfectly controlled by simple 
enclosure in a rigid plaster cast, and the danger of ischx- 
mic gangrene from pressure developing within the cast 
is stressed by every surgeon writing from the battle 
fronts ; they insist that every cast must be split before 
the patient leaves the advanced hospital. The reason for 
the continued swelling is not clear, for considerable 
pressure must develop in order to occlude completely the 
arterial supply to a limb. 

The use of true pressure dressings in burns has been 
described by Allen and Koch ® and by Siler and Reid’ 
who claim success from them. This type of dressing 
requires many pairs of hands to apply it, and the material 
used is bulky, whereas plaster-of-paris is cheap and 
plentiful and easy to transpert. It is wrong to suppose, 
however, that almost anyone can apply a plaster cast 
satisfactorily. The disasters that may follow unskilled 
application of even a relatively simple plaster remain 
evergreen in the minds of many orthopedic surgeons. 
Patients in extensive plaster casts need specially skilled 
nursing, and in its absence sores deeper than the worst 
burn may develop. For first-aid or use in the battlefield, 
an elastic type of dressing as visualised by Peters may 
prove useful. It must be devised so as to reduce to a 
minimum the human factor necessary for its correct 
application. Any pressure in excess of that needed to 
control exudation will be both dangerous and painful 
for the patient. 

Gallagher® describes various types of compression 
dressings made of gauze enclosing mechanic’s (cotton) 

waste, which from the standpoint of resilience . . . is 
the one adequate substitute for the unobtainable sea 
sponge.” <A small type, for first-aid kit, need occupy 
only as much space as a cigarette packet, but when re- 
leased provides either a sponge-shaped dressing covering, 
in great depth, an area 4 x 4 in. or a flat dressing cover- 
ing 36s8q.in. A pack for treatment of extensive wounds 


. Levenson, 8S. M. and Lund, C. C. J. Amer. med, Ass, 1943, 123, 


Barnes, J. M. Brit. med. J. 1943, i, 408. 

. Allen, H. 8. and Koch, 8S, L. Surg. Gynec. Obstet, 1942, 74, 914. 
. Siler, V. E. and Reid, M. R. Ann. Surg. 1942, 115, 1106. 

. Gallagher, J. L. J. Amer, med. Ass., Noy. 13, 1943, p. 675. 
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and burns consists of sixteen sterile pads 9 in. square, 
each holding 8 oz. of waste ; four of these have 5 yards of 
5-inch stockinette bandage attached. It also contains 
two operating caps and three face-masks (one for the 
patient). The final container will be a tin8 x 8 x 8in. 
and ‘in this small cube there will be adequate, smooth, 
soft, .compressible, sterile surgical pads and elastic 
bandages to cover 1296 square inches of body surface.”’ 
In Gallagher’s view, large surface wounds such as burns 
need immediate compression to prevent escape of fluid 
into the tissues (which induces oligawmice shock) and local 
anoxia and stasis (which may kill the cells and favour 
infection). His dressings “‘serve to control bleeding 
without the use of the tourniquet, give compression 
therapy to the wound area, bring about a splinting effect 
to the wound, so pad an extremity that a hard rigid 
splint can be applied without further padding and give 
protection from outside contamination by the sterile 
bulk of the dressing.”’ On arrival at hospital the 
** definitive ’’ first-aid dressing is if possible left undis- 
turbed, the main object being to bring the patient 
through the critical period alive, “ leaving well enough 
alone.” 
WHO HEARD THE BROADCAST ? 


TuHoOsE who listen to war-time broadcast appeals must 
sometimes wonder whether they do much good, or 
whether most of the nation, with a sneaking feeling of 
guilt, turns the knob to another station as the appeal is 
announced. It therefore reflects agreeably on human 
nature to learn what very large sums are sent in response 
to these appeals. In 1939 a total of £171,657 was col- 
lected ; in 1942 £195,112; and up to Oct. 31 this year 
the total had reached £202,589. Hospital appeals have 
done well; the first, on behalf of voluntary hospitals by 
Gracie Fields in 1939, brought in £19,443. An appeal 
by Donald McCullough on behalf of the Prince of Wales’s 
Hospital, Plymouth, exceeded all records for a a pro- 
vincial hospital appeal. These findings confirm the 
impression that people are ready to share their goods 
when their imagination is touched by a clear picture of 
the need. The Central Appeals Advisory Committee 
have been responsible for recommending subjects to the 
Week’s Good Cause, during war-time, and they have 
done their choosing well. 


WASTE OF INFANT LIFE IN SCOTLAND 

In the New Year Scotland is facing with new heart the 
age-long problem of labour in vain. On the standard of 
Holland or of New Zealand the mortality in the first 
month of life should be lower by 30°, and in the remain- 
der of the first year it should be reduced by 75°. That 
would mean an annual saving of 3640 Scots lives. Add 
1570 unnecessary stillbirths and the saving would be 
5210. The solution is social rather than strictly medical 

it is Hood’s trilogy of poverty, hunger and dirt that 
cries aloud. North of the Border the proportion of 
people living in poverty is twice as high as south of it, 
overcrowding is six times as great, while unemployment 
is commoner; and all these factors combine to make 
infection more likely and more deadly. Of course the 
medical services have not been all they should have been, 
maternity beds have been too few and the training of 
midwives and obstetricians imperfect. But at root it isa 
medico-social rather than a socio-medical problem, for 
which, as Mr. Johnston says in his foreword,! remedies 
and alleviations can be foufd and applied by local 
authorities, medical practitioners and associations of 
men and women of goodwill. Success is well within the 
grasp of a community which has produced a Ballantyne 
and which is credited with a sense of values and a flair 
for education. 
1. Infant Mortality in Scotland: report of a subcommittee of the 


Scientific Advisory Committee. Department of Health for 
Scotland. HMSO. Pp, 84, Is. dd 
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THE PATTERN OF HOSPITAL PLANNING 
H. H. MACWILUIAM, MB RUI, DPH 


THE unit of the hospital service should ordinarily 
be the large general hospital. The advantages which 
general hospitals have over special hospitals are now 
widely recognised. They can provide the resources of 
staff and equipment required by most of the patients 
likely to be found in any area and they form convenient 
centres in which the clinical and administrative problems 
of the whole of the health service can be brought into 
close association. Conditions vary so widely through- 
out England and Wales that it will not always be pos- 
sible to make the hospital service conform strictly to 
this pattern but the general principle should be accepted 
as a guide to future development. Departures from the 
pattern should be few and the reasons should be well 
substantiated. Many of the existing special hospitals 
have persisted because of inertia but in a few cases 
there are good reasons for adopting special arrange- 
ments. 

CONDITIONS REQUIRING SPECIAL CONSIDERATION 

Tuberculosis.—Cases of tuberculosis require environ- 
mental conditions superior to those likely to be found 
in all general hospitals for some time to come. The 
number of patients seeking treatment will probably 
increase as a result of greater prevalence of the disease, 
improved methods of diagnosis and recent legislation 
which provides for payment to patients by the state. 
The average length of stay of patients in hospital will 
increase since diagnosis will more often be made at a 
stage when cure is possible, economic necessity will not 
force patients to seek remunerative employment as 
soon as the disability has to.some extent been relieved. 
and better facilities for rehabilitation in hospital will 
be available. For these reasons the number of patients 
will be too large to be accommodated in the general 
hospitals and sanatoria will be required. When as a 
result of improvements in the health services the 
incidence of the disease declines it may be possible to 
treat the patients in departments of the general hos- 
pitals, or to establish centres for the treatment of all 
types of disease of the lungs in the sanatoria. 

hildren’s Diseases.—Hitherto in some cities most of 
the sick children have been treated in special children’s 
hospitals and there are some arguments for the con- 
tinuance of this arrangement. The successful treat- 
ment of children requires a médical and nursing staff 
specially interested in the subject. It may be easier to 
collect such a staff in a special hospital and it may be 
easier to maintain interest and to carry out intensive 
training when the attention of the staff is not distracted 
by other types of work. Nevertheless this type of 
organisation has certain disadvantages. If children 
from a wide area are collected in one special hospital 
many of them will be far from their homes and parents, 
and visiting becomes difficult. The children left will be 
so few that it will be impossible to establish good. 
pediatric departments in the general hospitals. In 
the general hospitals it has been customary to devote 
at most one ward to children. This has been done to 
deal with children who must be admitted for some 
special reason, such as some domestic difficulty or 
illness so acute that they are unfit to be transferred, 
and also to satisfy the requirements of the General 
Nursing Council. These wards have not led to the 
development of a satisfactory children’s service, and 
this is particularly unfortunate in the case of hospitals 
having maternity departments, for one of the most 
fruitful ways of reducing the present high infantile 
mortality-rate is the provision of better care for the 
newborn. 

It appears then, taking a broad view, that each 
general hospital should have a children’s section, but 
that this must be large enough to justify the employ- 
ment of a specialised medical and nursing staff. It 
may be found that these sections in the general hospitals 
are not able to deal with all the children of an area. 
Some children, particularly those suffering from rheu- 
matic heart disease and various orthopedic conditions, 
require treatment in hospital for very long periods. 
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They require facilities for education and recreation that 
it may not be practicable to provide in all general 
hospitals. It may be necessary to establish hospitais 
primarily for children of these types and it may be 
advisable to have sections for the treatment of acute 
diseases in these hospitals as well. 

Mental and Psychological Cases.—Cases of long-term 
mental disease will require special hospitals. Cases of 
mental disorder are difficult to classify, but the following 
classification covers the main types in so far as adminis- 
trative action is required. 

(1) Cases of “ neurosis’? which are likely to benefit by 
psychological investigation and treatment. 

(2) Border-line cases which may be found to be certifiable 
but in which psychological investigation and treatment 
are clearly indicated. 

(3) Cases which are clearly certifiable. 

In each group two subdivisions should be recognised. 
(a) Patients in whom the mental disturbance is the sole 

complaint. 

(6) Patients in whom the mental disturbance is a manifes- 
tation of or is associated with some other pathological 
eondition. 


From time to time, in general hospitals, complications 
such as cardiac mania, puerperal mania or the delirium 
of pneumonia cause difficulty in nursing. In such cases 
the mental symptoms usually subside as the under- 
lying cause is relieved and it is unfortunate if the 
patient must be transferred to another hospital. Staff 
and accommodation for the care of such patients should 
be provided in each general hospital, and any legal 
difficulties in the way should be removed. When 
properly staffed psychological departments are estab- 
lished in the general hospitals it will probably be found 
in the interests of the patients suffering from short- 
term mental disease that they should be treated in 
special wards in these hospitals. It will be desirable 
to have close associations between the staffs of the 
general hospitals and those purely for the care of mental 
cases. 

Infectious Diseases.—If suitable buildings and equip- 
ment and an efficient staff are provided there is no 
longer any difficulty in treating cases of infectious 
disease in sections of general hospitals. With improved 
health services the number of cases will no doubt decrease. 

Rehabilitation concerns not merely orthopedic cases 
but patients suffering from any disease or injury. It is 
the duty of the hospital to restore maximal efficiency in 
the minimal time to all cases and every hospital should 
be staffed and equipped with this end in view. 

Maternity accommodation should be provided in all 
general hospitals. 

Venereal Diseases may occur alone, may complicate 
other conditions (including pregnancy) or may be 
responsible for manifestations which commonly come 
under the care of the ordinary hospital departments. 
On the staff there should be a consultant to give advice 
on the treatment of cases of all types and it will be 
well to place him at the head of a department dealing 
with cases of ordinary venereal disease as outpatients 
or inpatients. There are some arguments in favour of 
ad hoe clinics and these may be thought to justify the 
provision of some such clinics in addition to the facili- 
ties provided at the general hospitals. 

Skin Diseases occur so often in association with 
general diseases that each general hospital should have 
a department for the treatment of inpatients and out- 
patients under the care of a dermatologist. 

Cancer.—The requirements of the Cancer Act must 
be met but it will not be necessary to provide deep 
X-ray apparatus in every general hospital. 

Chronic Sick.—The problem of the chronic sick is 
likely to increase with an aging population. Classifica- 
tion is often arbitrary but it is possible to divide the 
cases up in a useful way. Each general hospital should 
make provision for some of the bedridden and for those 
likely to benefit from the resources of a general hospital. 
The nursing in such cases is an important part of nursing 
training and 10-15% of the total accommodation can 
be used for cases of this type without exhausting the 
interest of the staff. Chronic ambulant cases should be 
accommodated in bomes in pleasant surroundings where 
opportunities for interesting activities are available. If 
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it is necessary to retain large institutions purely for 
chronic cases these should be provided with an adequate 
medical staff and may with advantage be linked with 
general hospitals. 

Chest Surgery. Plastic Surgery and Neurosurgery are 
examples of specialties for which centres may be 
established in one of the hospitals of a group. 

Hydrotherapy.—The possibilities of hydrotherapy and 
dietetic treatment of such conditions as ‘ rheumatism ” 
have not been fully explared *by general physicians. 
The popular faith of members of the upper classes in 
“cures ’? may not all bé due to suggestion. 

Convalescence.—Convalescent hospitals must be con- 
sidered part of the rehabilitation service which every 
large hospital authority should provide. 


RELATIONSHIP BETWEEN HOSPITALS AND OTHER BRANCHES 
OF THE SERVICE 

It is impossible logically to separate preventive and 
curative medicine and it is highly undesirable that the 
two branches should be allowed to develop separately. 
In the comprehensive health service of the future every 
person, adult or child, will be entitled to the services 
of a doctor who will accept responsibility for his medical 
care, but hitherto people have not sought medical 
advice soon enough. The doctors have usually left the 
initiative to the citizen and have not accepted any 
responsibility for him until he, by seeking their advice, 
adopts the réle of patient. Simultaneous education of 
doctors and public will be necessary if the best use is 
to be made of the new facilities. The importance of 
the personal doctor-patient relationship has often been 
stressed and every effort should be made to strengthen 
it. No health-service scheme should be considered 
which does not place on the general practitioner con- 
tinuous responsibility for the care of a certain number 
of people. Many of the routine examinations will be 
more conveniently carried out on clinic lines than by 
practitioners, visiting individual patients, but any 
weakening of the practitioner’s feeling of responsibility 
must be avoided. All branches of the personal health 
services should be brought into close association with 
the hospitals and the administrators should be given 
the advantage of close contact with clinicians and 
patients. 

General Practitioners.—The hospitals in many areas 
have already developed useful contacts with the general 
practitioners, most of whom have now confidence in the 
municipal hospital service. If a system of health 
centres is established these contacts will naturally be 
developed and extended. If the hospitals are correctly 
placed in relation to population each will be surrounded 
by a group of health centres, working in close associa- 
tion. All the facilities of the hospital, such as X rays, 
laboratory and consultant services, must be readily 
available for the doctors attached to the centres. The 
practitioners should be represented on the medical 
staff committee of the hospital. 

Tuberculosis.—There should be a comprehensive 
scheme whereby those physicians specialising in tuber- 
eulosis work should see all sides of the problem ; they 
should have charge of beds and also take a share in 
prevention, diagnosis and after-treatment. At each 
sanatorium the medical staff should treat the inpatients, 
exainine the contacts, conduct diagnostic clinics for 
patients referred to them, supervise patients discharged 
from the sanatorium, and, if uecessary, in association 
with the general practitioner, visit these patients in 
their own homes. The staff of each general hospital 
should include a physician from the nearest sanatorium. 
He should conduct a clinic at the hospital, advise on all 
difficult cases and supervise the treatment of any cases 
of tuberculosis (e.g., pregnant women) being treated in 
the hospital. 

Maternity and Child-welfare-—Each general hospital 
will have a maternity department and the clinics of the 
neighbourhood will be conducted by the staff of the 
hospital. Since in a comprehensive health service 
everyone will have a general practitioner it is likely that 
the pregnant woman will first report to her own doctor. 
He will usually refer her to one of the hospital clinics. 
General practitioners who wish to do midwifery will be 
encouraged to take some part in the midwifery service 
of the hospital. If a patient wishes to be confined at 


home every facility of the hospital will be available for 
her own doctor. The municipal midwives should be 
on the staff of the hospital of the area in which they 
work; they would then be available for intern o1 
domesti¢ work according to the demand. Health 
visitors should be absorbed into the comprehensive 
scheme and should be used to fill out the gaps in the 
existing almoner service of the hospitals. 

The hospital would be the centre of a pwdiatri: 
service which would accept responsibility for the infant 
from the moment of birth. In the past too little atten- 
tion has been paid to neonatal disease and its preven- 
tion; little has been done to guide the mother through 
the difficulties of breast-feeding. Some advice may 
have been given at antenatal clinics but the special 
problems of the individual are not then apparent. The 
pediatric staff would conduct clinics. open to all the 
children of the area. Health-centre practitioners would 
be encouraged to take part in these clinics and if inter- 
ested in the subject they would be appointed to the staff. 
The records of the examination of the children would be 
entered on the routine examination card and in addition 
on the child’s personal card so that the information 
would be available for the child’s practitioner at any 
time. Many of the most useful preventive health 
measurements must be taken in children in the preschool 
years, and routine examinations of all these children 
would be made. The service of the clinics would include 
immunisation. Sick children would be admitted to the 
pediatric wards of the hospital, where there would be 
accommodation for lactating mothers. 

School Medical Department.—School medical officers 
deal with the routine examination of school-children 
whom they have not previously seen. The work is not 
very interesting and the artificial separation of diagnosis 
from treatment (except in the case of a few minor ail- 
ments) is liable to produce a sense of frustration in 
doctors who have no other duties. Routine school 
examinations should be done by the health-centre 
practitioners. A school or schools should be allocated 
to each centre. The children would be brought to the 
centre class by class, preferably in the afternoons. 
The form of examination would be prescribed centrally. 
The practitioners working in the groups would conduct 
the examinations. This would allow the advantages of 
division of labour and provide a second opinion in case 
of any difficulty. It would bring interest to work which 
otherwise tends to become monotonous. When ab- 
normal conditions were found the child would be referred 
to his own practitioner or to the appropriate department 
of the hospital. Parents would be encouraged to attend 
with their children. There would be no objection to 
the supervision of the work by existing school medical 
officers or by pediatricians to direct the work on right 
lines, but the necessity for this would disappear sdoner 
in the case of school-children than in the case of 
infants. The medical care of children in special schools 
would be undertaken by the pediatric staff of the 
hospital. 

Central Administration.—The scheme suggested aims 
at providing a complete clinical personal health service 
with continuity of clinical interest and responsibility. 
The central offices of the medical officer of health would 
give general direction to the service and coérdinate the 
parts with the various other public health activities. 


DEFECTS IN EXISTING HOSPITAL SERVICES 

The hospital services have improved very much in 
recent years, especially since the passing of the Local 
Government Act of 1929, but many defects remain. 
The rate of progress has been limited by financial difti- 
culties. Cities with large numbers of unemployed 
could not devote sufficient money to hospital improve- 
ment. The financial difficulties have been accentuated 
by the fact that a low value has been placed on the 
hospital services in making agreements with contri- 
butory schemes or other users of the hospitals. The 
main defects of the hospitals are as follows. 

Unsuitable Geographical Distribution.— Hospitals should 
be so situated that they are within easy access of the 
users and should be well served with transport facilities. 

Inadequacy of Staff—The shortage has been not 
merely in the medical and nursing staff but in clerks, 
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typists and technicians in all the ancillary departments. 
Work of greater volume and better quality may be 
obtained from the higher grades by multiplying the 
lower-grade workers. Much better facilities for record- 
ing and classifying the information laboriously gained 
by the clinicians should be provided if the best possible 
results are to be obtained. 

Food.—Apparently the financial controllers of hos- 
pitals have never quite appreciated the importance of 
food in the lives of patients and staff. There should 
be a much higher standard of staffing in hospital kitchens, 
and the equipment for storing, cooking and distributing 
food should be on a scale that most people now would 
consider extravagant. 

Structure and Equipment.—Throughout the country 
many hospitals and parts of hospitals are being used 
for purposes for which they were not designed. The 
continued use of such buildings, by placing unnecessary 
burdens on the staff, may be very poor economy. The 
most expensive single factor in hospital costs is staff 
and the best material and mechanical aids should be 
available to reduce unnecessary labour. 

New hospitals should be planned on the bold lines 
with which the war has made us familiar. The theory 
that a hospital should be designed to last only 15—20 
years does not seem reasonable, but the site should be 
of sufficient size, and the probability of finding it neces- 
sary to enlarge special departments from time to time 
must be kept in mind. The planning should not be 
hurried and every detail should be worked out in relation 
to function. There is a good deal of general agreement 
on hospital design, although there are differences of 
opinion about the best type of building. Most hospital 
administrators are sensible of the existing defects in 
detail and could advise an architect about what should 
be avoided in the future. 


Limitation of the Hospital Services.—Many of these 
are due to shortage of staff. The day to day work tends 
to be conducted, of necessity, in an atmosphere of hurry. 
This is perhaps not so much that the physical examina- 
tions are carried out at undue speed as that sufficient 
time is not spent in getting to know the patient and in 
assessing his contribution to the diagnosis and treatment. 
The contacts made by the medical staff with the 
patients and their relatives are not sufficiently close. 
Inadequate time is available for explaining the patient’s 
illness to himself and his relatives. This duty of the 
hospital staff is time-consuming but it is so important 
that it should not be neglected. Records are not 
always sufficiently detailed, and record-filing and especi- 
ally cross-indexing are. incomplete. There should be a 
final summing up whén, by consultation between all 
those who have contributed anything to the facts 


. gained, a complete picture is formed and the case is 


placed in its proper niche. At present there is seldom 
time for this. 

The special departments give an inadequate service. 
The dental service, if complete, would ensure that no 
patient was. discharged from the hospital with diseased 
teeth or without dentures if these are needed. The 
ophthalmic service deals only with the more obvious 
defects; imbalance is seldom searched for and squint 
clinics are almost unknown. Thé ear, nose and throat 
department does not give the service needed by the 
public, as is shown by the frequency of death from 
intracranial complications of otitis media. In general, 
the outpatient departments are organised for the age of 
scarcity. 

Study leave is rarely granted to members of the staff, 
and little encouragement is given for the performance 
of social duties such as acting as examiners. Better 
libraries should be provided for the medical and nursing 
staffs. 

Research is a magic word often used for conjuring 
things that have little to do with the improvement of 
the health services, but properly organised research 
might in a comparatively short time have a highly 
beneficial effect. A mass of facts is accumulating in the 
municipal hospitals and it is not being digested. Accurate 
figures are essential for valid conclusions but at present 
the more accurate figures of the municipal hospitals 
are diluted by inaccurate figures from other sources and 
useless conclusions are reached. 
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TEACHING IN MUNICIPAL HOSPITALS 


4t will probably be wise to concentrate the early 
stages of teaching in a small number of hospitals. At 
the stage when students are being taught the elements 
of medical and surgical practice it is important that 
they should work under the close supervision of clinical 
tutors and their chiefs. It would be wasteful to produce 
this teaching machinery in every municipal hospital. 

In a student’s later. years, when he has acquired 
theoretical knowledge “in -pathology and been 
instructed in methods of examination, he will be able 
to profit by the experience available in a municipal 
hospital. It will be a great advantage if places for 
resident students are provided. 

The present tendency for the teaching of medicine 


, to develop on whole-time professorial lines will probably 


facilitate codperation with the staffs of the municipal 
hospitals. The existing system of medicai education 
has produced an .ample supply of consultants and 
specialists for university centres and teaching hospitals, 
but not for less fortunate parts of the country. Much 
of the work of making good the deficiency will fall on 
the municipal hospitals. Young doctors will be ex- 
pected to spend some years in hospital before commencing 
general practice and practitioners will take revision 
courses more frequently than is now usual. The general 
standard of postgraduate teaching will rise and in the 
whole of this field the municipal hospitals must be 
prepared to play an important part. 


ADMINISTRATION 


Members of the senior medical staff should have the 
opportunity of expressing their individual or combined 
opinions on the affairs of the hospital. This oppor- 
tunity can most easily be provided by setting up in 
each hospital a medical staff committee. This should 
include : 

All members of the consultant staff (whole-time or part-time). 

All members of the medical staff above the rank implied by 
the term registrar.” 

The medical superintendent and his deputy. 

Representatives of the health-centre practitioners. 


The committee should be free to discuss any matters 
which appear to affect the well-being of the patients. 
It would meet regularly and any recommendations 
made would be submitted to the committee of manage- 
ment as an item on the agenda in the report of the 
medical superintendent. Tq make it a rule that the 
medical superintendent should be chairman or secretary 
would limit the freedom of the committee to an unde- 
sirable extent. He should be a voting member eligible 
for election as chairman or secretary. This would 
probably ensure that the clinical and administrative 
aspects of the hospital were not considered apart from 
each other. The chairman and secretary should be 
elected annually. The medical and lay administration 
should work in close association and the status of the 
lay administrators of hospitals should be raised. 

When an administrative area contains a number of 
hospitals and health centres some form of central 
medical committee will be required. It has been 
suggested that there should be two central committees, 
one representing the health-centre practitioners and the 
other the hospitals staffs. The medical officer of health 
by meeting both committees would become aware of the 
views of both. This would meet the fear of practitioners 
that in any combined committee their views might not 
receive adequate consideration, but it is open to the 
serious objection that it would tend to separate the 
general practitioner services from the hospital services. 
It would probably be better to have one central com- 
mittee made up of three representatives elected annually 
from each hospital medical staff committee, one of these 
representatives to be a consultant, one a general prac- 
titioner and the third to be of either group : the medical 
superintendent and his deputy to be ex-officio members. 

Much criticism has recently been levelled at the 
municipal system of administration on the grounds that 
it is too authoritarian and gives the medical superinten- 
dent power which he uses to thwart the initiative and 
independence of other members of the staff. Some of 
the critics fail to appreciate the wide social responsi- 
bilities of the municipal service. Each municipal 
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hospital is part of a service which must provide care for 
the sick of the area. It cannot like a voluntary hospital 
make an arbitrary selection from the cases presented. 
The relatively static type of organisation found in the 
voluntary hospitals is not adequate for the different 
conditions. The municipal hospitals require a more 
flexible type of machinery allowing rapid adjustments 
to be made to meet changing needs. 

It is the duty of the medical superintendent to see 
that every patient in the hospital receives proper care 
and treatment, so he must often make arrangements 
which involve some interference with other members 
of the staff. Difficulties are increased by the fact that 
up to the present municipal hospitals have not in every 
case been provided with a complete staff of senior 
consultants, undertaking continuous responsibility for 
beds or wards in the hospital. There are sometimes 
gaps in the service which the medical superintendent 
must make good with the resources at his disposal. 
The medical officer of health, who has responsibility 
for the whole service, may similarly have to make 
adjustments which interfere with individual hospitals. 

It is difficult to define the duties of clinicians and 
administrators when conditions vary widely and respec- 
tive fields overlap. Harmonious working requires good 
will and give and take on both sides. It should be 
recognised that power and responsibility are comple- 
mentary and duties should not be allocated without the 
necessary authority for the performance of the particular 
task being given. The relationship between the clinical 
and administrative staffs should be close; it is only if 
the members treat each other as colleagues that each 
group will make its proper contribution to the work of 
the hospital. A system of stafling should be developed 
according to which consultants, whole-time (or in excep- 
tional case part-time), with whole-time senior and 
junior assistants, are arranged in firms and Undertake 
continuous clinical responsibility for sections of the 
hospital work. Each firm should have freedom of 
clinical action and in general matters freedom limited 
merely by the needs of the service as a whole. This 
freedom would involve duty and responsibility as well 
as privilege. Highly authoritarian directors of clinics 
would be no improvement on dictatorial medical super- 
intendents. Firms should not be rigidly segregated. 
Redistribution of beds may be necessary from time to 
time to meet the obligations of the hospital, and this 
reallocation would be the duty of the medical superinten- 
dent. 

It is desirable for a medical superintendent to do some 
clinical work. Clinical contact with pat‘ents preserves 
his feelings as a doctor and accordingly facilitates his 
dealing with the other members of the staff and increases 
his usefulness as the integrator of the clinical and 
administrative sides of the hospital work. The duties 


of the medical superintendent are in the nature of 


things comprehensive. He must accept responsibility 
for seeing that the proper arrangements are made for 
the care of every patient with whom the hospital makes 
contact. It might appear that in carrying out this 
difficult task there would be danger of interference 
with the reasonable freedom of the clinical staff. Any 
such tendency should be corrected by the introduction 
of medical staff committees constituted in the manner 
suggested. As the staffs of the hospitals are increased 
and the clinical field becomes more completely covered 
the occasions in which it is necessary for the medical 
superintendent to interfere become fewer. 

A very difficult part of the medical superintendent's 
duties will be that which results from his wide responsi- 
bilities to the management committee and the medical 
officer of health. The MOH should meet the medical 
superintendents not less often than once a month. Such 
regular meetings would go far to integrate the service 
and reduce the risk of misunderstandings between 
various individuals and sections of the staff. If a 
democratic system is to operate in the hospitals, medical 
superintendents must be well-informed on general 
policy. 

* * 

The scheme described could be applied almost at once 
to some of the county boroughs, but for general applica- 
tion to the country as a whole alterations of local 
government boundaries would be necessary. 
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CANADA 

THE fourteenth annual convocation of the Royal 
College of Physicians and Surgeons of Canada was held 
on Sept. 30 in Ottawa. Honorary fellowship was given 
Major-General W. H. Ogilvie, consulting surgeon to the 
British Middle East Command, who received the diploma 
in person. The award was more than a recognition of 
service with the forces ; General Ogilvie has addressed 
the Academy of Medicine of Toronto and other medical 
societies throughout Canada and his clinic in London 
has been a Mecca for many young Canadian surgeons 
studying in Britain before the war. Two noted Russians 
were also admitted to the honorary fellowship: Lieut.- 
General Y. I, Smirnov and Professor Bagdasaroy. Sir 
Eugene Fiset, Lieut.-Governor of Quebec. who had been 
DMS in the Canadian army for twenty years before he 
retired, was also awarded the honorary fellowship. <A 
number of senior surgeons who hold the FRCS or FRCSE 
were granted fellowships ad eundem gradum. Candidates 
qualified by examination were also admitted as fellows 
of the college. 

SOME SAVINGS 

Canada’s fifth war loan has just been raised. The 
amount asked for was one billion two hundred million 
dollars. British readers must draw no rash conclusions 
about the wealth of Canada since this sum only repre- 
sents about three hundred million pounds. A _ billion 
in France and North America means a thousand million 
and not the astronomical figure of a million millions as 
in Great Britain. A month before this loan was called 
for, the collections for local welfare work were made in 
the leading cities across Canada. The objective was 
$5,076,412 and in a week $4,994,185 was collected. 


CCF AND THE FUTURE OF MEDICINE 

About a dozen years ago a new political party came 
into being. ‘‘ Codperative Commonwealth Federation ”’ 
was the name chosen and, in the recent election of the 
Ontario legislature, it showed surprising strength although 
it failed to elect a member in Prince Edward Island. The 
Roman Catholic bishops have announced that the church 
has no objection to its members voting CCF if they so 
desire. This is interesting to medical readers because 
the leader of this party in Ontario is making speeches 
in which he demands complete socialisation of medicine. 
He asks for forty thousand practitioners in Canada, or 
about four times the present number. He advocates 
freer admission to schools of medicine and the creation 
of new schools, so that this objective may be quickly 
reached. The Canadian Medical Association and its 
divisions in the provinces are strenuously opposing the 
idea, but senior medical officers in the army overseas are 
finding regular salaries and regulated hours of work 
attractive. A panel of four hundred, however, would 
not pay more than a school teacher’s salary, regular 
though it might be ; a captain’s pay is much more likely 
to be the general rule than that of a colonel. 


TORONTO'S HOSPITALS 

The second war-time conference of the Ontario 
Hospital Association occupied three days of October in 
Toronto. Excluding sanatoria for tuberculosis and 
hospitals for mental diseases there are 8 for incurables, 
3 for convalescents and 145 general hospitals in Ontario, 
28 of which are Red Cross units, 28 under Roman 
Catholic sisterhoods, 3 are conducted by the Salvation 
Army, 2 by the United Church of Canada and 1 by a 
Church of England sisterhood. The others are managed 
by appointed boards, or in several instances are owned 
and operated by a municipality. The financing of these 
institutions is generally difficult. They are served by 
voluntary staffs and most of them have training schools 
for nurses. A fixed daily amount is paid by the govern- 
ment for indigent patients and a larger amount by the 
municipality, but these payments do not cover the cost. 
To offset the deficits higher rates are charged in special 
wards or private rooms and these rates are collected from 
the patients who are cared for by the physician of their 
choice and are liable for professional fees. The result 
is that a large hospital is ‘‘ Hotel Dieu ” to the majority 
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of its tenants but ** Hétel de Luxe ”’ to the minority. 
The new Minister of Health of Ontario in his address to 
the association promised a revision of the per-diem 
allowances. 
A RESEARCH INSTITUTE 

McGill University, in association with the Royal 
Victoria Hospital, Montreal, has set up a department of 
psychiatry and an institute for research and teaching. 
Through the generosity of Sir Montagu and Lady Allan 
a building and an extensive site have been provided. 
The institute will contain fifty beds and laboratories. 
The project is supported by the Rockefeller Foundation 
and the Government of the Province of Quebec. 

The first holder of the chair and director of the institute 
is to be Dr. Donald Ewen Cameron. 


MEDICINE AND THE LAW 
Fracture or Disease ? 

FAILURE to recognise a fracture or to advise X-ray 
examination may well be a ground for an award of 
damages against a practitioner. A recent case at Leeds 
assizes (Wheeler v. Stevenson) shows, however, that the 
evidence of a radiogram is not always easily or auto- 
matically conclusive. Mrs. Wheeler. aged 27, met with 
a motoring accident early in 1937. Having received 
emergency treatment in hospital for injuries to the 
head and bruising of the right hip. she came under the 
care of her panel doctor, Dr. F. J. Stevenson, who 
attended her for some three weeks. According to her 
evidence in support of her claim at Leeds, she complained 
to him of pain in the hip, and after examining her he 
told her she could get up. She found her leg stiff and 
her hip continuing still so painful that. before returning 
to work, she again saw Dr. Stevenson about it. He, she 
said, told her it was rheumatism. She remained at 
work till she married in the following year; she did not 
again consult a doctor till 1942. It was then discovered 
by X-ray examination that she had an old fracture of 
the neck of the femur, impaction of the head of the bone 
and comminution of the head, and also apparently a 
fracture of the roof of the acetabulum. 

The defendant practitioner, whose case was conducted 
by the London and Counties Medical Protection Society, 
said that Mrs. Wheeler had never suffered a fracture but 
that her condition was due to Perthes’s disease. Valu- 
able expert evidence was given on Dr. Stevenson’s 
behalf by Sir Charles Gordon-Watson, Dr. H. K. Graham 
Hodgson, and Brigadier W. Rowley Bristow. Brigadier 
Bristow considered the X-ray photographs showed long- 
standing abnormality in the hip-joint, occurring during 
growth. This opinion was confirmed by the other two 
witnesses. Mr. Justice Oliver observed that the plaintiff 
had to prove not only the defendant’s negligence but also 
that she had thereby suffered damage. If she had satis- 
fied him on the first point, she had not proved the 
second. He declared himself convinced by the evidence 
that the plaintiff suffered from some congenital disease 
and was no worse today than she would have been if 
Dr. Stevenson had not attended her. Both a fracture 
and the disease would have brought about the osteo- 
arthritis from which she now suffered. If there was a 
fracture, there was no displacement. No surgical treat- 
ment could have been carried out. Without deciding 
one way or the other the issue of the alleged negligence, 
said the learned judge, he was satisfied that, if there had 
been a fracture and if it had been treated, the patient 
would have been no better off. He thought, in fact, she 
might have been worse off. He therefore gave judgment, 
with costs, for Dr. Stevenson. 

Practitioner charged with Rape 

Dr. K. M. Pardhy was acquitted at the Birmingham 
assizes on Dec. 16 on the charge of committing rape upon 
a patient. When, after police-court proceedings lasting 
three days, he was tried at the Birmingham summer 
assizes before a jury of five men and three women, the 
jury failed to agree and the judge ordered a new trial. 

The allegations were remarkable. The prosecution 
alleged that, under the guise of a medical examination of 
a married woman, the accused committed the offence in 
his consulting-room without the patient being aware of 
it at the time and while her husband was sitting behind 
a screen a few feet away in the same room. When. it 
was said, she became aware of the offence, she called 
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out to her husband ; he came out from behind the screen, 
and, as the result of what he saw, caught hold of the 
doctor’s wrists and called him a swine. The prosecution 
conceded that, both then and at all other times, the 
doctor denied the charge. Evidence was given for the 
Crown by the married woman, her husband, police 
officers and Prof. J. M. Webster. Professor Webster, 
who had examined the patient the same night, was, 
during his own re-examination in the witness-box, invited 
to join in reconstructing the position in which the patient 
would have been placed in the consulting-room. Defend- 
ing counsel successfully objected to the reconstruction. 
He had also objected successfully to a proposal by the 
prosecution to call a fresh witness, a gynecologist, who 
had not given evidence at the previous trial. It was said 
on behalf of the Crown that it was very difficult to secure 
the reappearance of the gynecologist who had given 
evidence last summer. The defence protested that 
only three days’ notice had been given of this fresh 
evidence although the previous hearing had been held 
five months ago. The judge said it was a question not of 
law but of fair play ; the accused must not be prejudiced ; 
the evidence was excluded. Judge and jury paid a visit 
to the consulting-room. 

Dr. Pardhy, who is 69 years of age and has practised in 
Birmingham for 35 years, gave evidence and repeated his 


denials. The defence urged that the commission of the: 


offence was impossible and the suggestion that it could be 
committed without the patient’s knowledge was ridicul- 
ous. After three days’ trial the protracted ordeal of 
the accused has finally ended in his acquittal. 


WHAT THE DOCTOR EARNS 
AN AMERICAN INQUIRY a 

Doctors’ earnings in Britain are something of a 
mystery. A study of the advertisement columns of the 
medical journals will, it is true, enable the statistician 
to build up a picture of the range of salaries and their 
mean; but most doctors are still conducting their work 
on a business basis. In the PEP report of 1937? it was 
estimated that the average gross income of all doctors in 
the Medical Directory was about £1200 a year, but no 
figures for expenses are given. 

Meanwhile, Denison and Slater? have carried out a 
survey of medical earnings in the United States. Ques- 
tionnaires were sent to a representative sample of doctors, 
asking them to give information about gross and net 
income, costs of practice, employees and their pay-rolls, 
the doctor’s age, and other items, between 1936 and 1941. 
Questionnaires were not required to be signed, and were 
not identifiable in any way. Doctors on whole-time 
salaries and those working in institutions were excluded 
from the sample. In spite of this, 82 returns were 
received from ‘“‘all-salaried ’’ doctors. In all, 1898 
returns were received, of which 1586 were from entirely 
* non-salaried ’’ doctors, and 230 from doctors working 
partly in private practice and partly on a salaried basis. 
Unfortunately we have to take the authors’ word for the 
representativeness of the sample, as we have no data 
about the number of questionnaires sent out. However, 
the returns were weighted by region, age, and degree of 
specialisation ; the process of weighting lowered the 
average income by $83, so it appears that the more 
prosperous doctors were the more ready to make returns. 

Granted the validity of the data, the results could 
hardly have been better expressed. Average and median 
net incomes are given, as well as percentage distribution 
analysed by income groups. (The median is the level 
above and below which occur an equal number of cases). 
The main results may be summarised thus :— 


All Non- Part- All- 

doctors salaried salaried salaried 
Number reporting 1898 .. 1586 .. 230 .. 82 
Average netincome $5179 .. $5047 .. $5974 .. $5495 
Median netincome $3912 . $3756 .. $4538 .. $4300 


The percentage distribution by net income classes 
shows that, with divisions at every $500 level. each 
group between $500 and $8000 contains, with oné 
exception, over 59. This means that only about 25% 
of doctors earn figures outside this range. Comparative 
1. The British Health Services. PEP, 1937. 


2. Denison, E. F. and Slater, A. Surrey of Current Business. 


October, 1943, p. 16. 
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studies show that doctors’ average and median net 
earning are above those of dentists, vets, and lawyers. 
Among the doctors, the highest average is for the part- 
salaried, and the lowest among the non-salaried ; distri- 
bution by income classes shows that none of the all- 
salaried doctors came into the highest or lowest cate- 
gories—above $30,000 or below $500. 

What does this mean translated into British money ? 
In making such a calculation, it must be remembered 
that the cost of living is considerably higher in the 
United States than in Britain. On a basis of $4 to £1, 
the average income of all doctors is £1295, and the median 
£978. Few doctors earn less than £125, and roughly 
20% earn more than £2000. About 70% earn between 
£125 and £2000, with 30% between £475 and £875. 
Nearly 40% of the all-salaried doctors earn between 
£750 and £1250. 

A similar study in this country seems to be urgently 
required, in view of impending decisions on a national 
healthservice. Butit isdoubtful whether a questionnaire 
inquiry would yield unequivocal results. A research by 
the Inland Revenue Department on income-tax returns 
would not be open to this objection. There is one great 
danger in such an inquiry. It is useless to give averages 
and medians only. What is wanted is a curve showing 
the distribution of medical incomes. Only then will it be 
possible to compare the opportunities which a salaried 
service would offer with those enjoycd by the private 
practitioner at present. 


Bogland Mew 


A Running Commentary by Peripatetic Correspondents 
AFTER two or three years in the Services, it is a good 
thing to pause and take stock to see how the life has 
affected your mental outlook. This is simply done by 
means of the following test. You are classified according 
to the section in which the majority of your answers 
appear. The key is appended. 
1. When a man complains of “terrible headache for the 
last fifteen years,’ do you 
(A) run him in for malingering, 
(B) prescribe tinc. asafoetida in hourly doses, 
(c) refer him to a psychiatrist ? 
2. If your quarterly returns won’t balance, do you 
(A) fudge them, 
(B) probably never notice, 
(c) blame the system ? 
3. On receiving the Lancet, do you turn first to 
(A) the advertisements, 
(B) peripatetic correspondents, 
(c) the latest paper on biochemistry of moulds ? 
4. In slack periods during working hours, do you 
(A) inspect sanitary arrangements, 
(B) play Monopoly with your staff, 
(c) read Price’s Medicine ? 
5. A friend mentions the Rh factor. Is he talking about 
(A) victualling, 
(B) gunnery, 
(c) blood ? 
6. (Naval types only.) Has the cheap price of gin given 
you 
(A) an aim in life, 
(B) a gastric ulcer, 
(c) a pride in the excise laws ? 
7. When reprimanded by a senior medical oflicer on a 
point of routine, do you 
(A) look it up and make a note of it, 
(B) say “ yes Sir, no Sir, three bags full Sir ’’ and take 
no notice, 
(c) burst into tears ? 
8. Do your messmates say about you 


(A) “‘ good chap at a party ; wonderful collection of 


stories and fair knocks back the whisky,” 
(B) “ he cured malingering in a week by holding Sick 
Parade at 0730,” 
(c) bit cranky, but harmless if humoured ? 
9. The Commanding Officer asks to see a confidential 
medical document. Do you 
(A) pretend you've lost it, 
(B) tell him to mind his own business, 
(c) give it to him, and write to your Protection 
Society ? 
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10. A man says he thinks he has V.D. What do you do 


first, 
(a) collect lurid details of his sex-life, 
(B) think, ‘there, but for the grace... .,” 


(c) read him a moral riot act % 
11. On commencing your morning visit, do you immedi- 
ately put your hand 
(A) along the top of the door to pick up the dust. 
(B) on the kettle to see how long tea is likely to be, 
(Cc) on the patient’s wrist ? 
12. When inspecting a large draft of men for bodily cleanli- 
ness, are you struck by 
(A) the number of crabs, 
(B) the extraordinary inconstancy of the physique 
phallus ratio, 
(c) the commonness of endocrine disorders ? 
KEY—(Anything in between you work out for yourself.) 

Predominant A.—You are nicely suited to Service life 
and would do well to consider it as a peace-time career, 
They would be glad to keep you, as you fit in well socially 
and give little trouble professionally. You find the job 
congenial and free from awkward problems of conscience. 
If this does not appeal to you, try and mould yourself 
a little on B. 

Predominant B.—You appear to be adapting yourself 
well without becoming too bound up with routine and 
tradition. But there is a danger of falling between two 
stools. You will be demobilised early, for you do not fit in 
well with the Service hierarchy (they do not like you 
superciliousness towards the Service mind). But beware, 
lest you also forget the peace-time practice trappings : 
you will not find it easy to go back and learn all over 
again. 

Predominant C.—You are a professional idealist, too 
academic, and quite out of touch with the reality around 
you. I suspect that your sick parades are incompre- 
hensibly (to you) long. If you cannot be a bit more 
brutal to your conscience and patients, I can only 
suggest that you try for your ticket before you become 
completely psychotic. recommend persistent dis- 
abling headaches. Nobody can prove they don’t exist. 
and lumbar punctures can’t last for ever. 

Before the war I read Rhine’s LPer- 
ception. This book demonstrates mathematically that 
in certain students at Duke University there were 
rudimentary, single-factor, but definite telepathic and 
clairvoyant abilities. In his tests Rhine separated the 
two, but as they varied approximately in the same 
degree in illness, with visitors and other distractions, 
and under the influence of sodium amytal and caffeine, 
he came to the conclusion that the same mechanism 
is at work. Since the war I have been watching for 
any evidence of these useful gifts in the field. In spite 
of only too many opportunities—the missings, prisoners 
of war, castaways. sudden deaths and emergencies 
from deadly peril—I have not come across a vestige of 
evidence for telepathy or clairvoyance, though it would 
have been most useful in many cases. Yet in a way 
this is what one might have expected from Rhine's 
experiments—any emotional disturbance and the scoring 
fell towards chance guessing. Indeed there seems a 
trivial or homely or perhaps pastoral quality about this 
gift; it’s like a parlour trick or a shepherd boy’s fluting. 
It is as though one can telephone small talk, but not 
for the doctor or fire brigade ; most exasperating. but 
I suppose one may be feeling annoyance at five-finger 
exercises. Julian Huxley in that splendid synthesis 
Evolution. mentioning Rhine’s work, tentatively suggests 
that man’s further evolution may depend on developing 
these gifts—and the Christmas *“ Brains Trust’? was 
with him. But it is hard to see that they have any 
survival value at present. Of course, we don’t know 
what the sponsoring gene or gene-complex does as well, 
though there is some evidence that it makes for artistry. 

The good old horse Msculapius generally shies at 

anything new, and this strangely painted door may b« 
an elaborate hoax perpetrated by a number of respect- 
able Americans and people like Wm. McDougall, who 
wrote the foreword to the book. On the other hand 
it may open into an enchanted garden. an interglacial 
period swamp—it may be a lost form of communication 
Qmy bet), or an ordinary rubbish cupboard. 
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Peripatetic duties are much less exhausting than they 
were two to three years ago—if one has the petrol to be 
peripatetic at all. Signposts have sprung up again like 
mushrooms, and failing them one can at least ask the 
way without inviting a suspicious stare and an evasive 
or patiently misleading answer. Lost last week in some 
of the meaner streets of Birmingham I picked on the 
passer-by who looked least likely to plead that he was a 
stranger about there. Could he tell me the road to 
Warwick, asked. The road to Warwick,” he repeated 
ruminatively. And then brightly, ‘‘ Where were you 
thinking of going,’ he said. I explained I had thought 
of Warwick. He chewed the mental cud for a bit and 
I could see that this reply had struck him as eminently 
reasonable. But there were difficulties which | had not 
properly appreciated. ‘‘ You should not start from 
here,’ he said severely. I did not really want to, I 
pleaded, but [ had not been able to think of a way out 
of the dilemma. He thought over this for so long that 
I prepared to go and start from somewhere more 
. fitting but he stayed me with a majestic sign. And 
then with a wealth of gesticulation and mimicry the 
floodgates burst. I went straight up there (and his 
pointing finger pierced my heart), under the railway 
bridge (he bowed his head low to avoid its arch), past the 
traffic lights (we paused an appropriate time for the 
‘““red ’’), under the second bridge (we both bowed low 
and reverently), round the roundabouts (so many times 
according to his whirling fingers that I knew I must be 
sick), turn sharp to the left. ... Weakly I pleaded 
that I knew the way when I got there. But [had asked 
for information and have it I.must. Spellbound I 
listened and watched twice through. I escaped at last 
and put sceptically to the test the inevitable parting 
assertion, ‘‘ You can’t miss it.’’ Oddly enough I couldn’t. 

* * 

An American expert questioned on the nomenclature 
of influenza in the United States: ‘* Well at home it’s 
. like this. If the hired help gets it, it’s malingering. If 
the children get it, it’s a cold. If the wife gets it. it’s the 
zrippe. But if the Lord of the Manor gets it. it’s 
INFLUENZA.” 


Parliament 


FROM THE PRESS GALLERY 
Medical Examination of Recruits 

On the motion for adjournment in the House of 
Commons on Dec, 16 Mr. J. H. MARTIN raised the 
question of insufficient medical examination of Service 
recruits. He had found in the last year or so that the 
number of men discharged from the Army for physical 
or mental reasons after having served from six months 
to two years was growing. Pensions were being given 
to people who ought never to have been placed in the 
position of having their health affected by military 
service. Something should be done now that the 
Service authorities were tapping the older age-groups. 
A keen watch should be kept on these men and where 
they were found unfitted for military life they should 
be returned to civil life before their health was seriously 
affected. 

In reply Mr. ARTHUR HENDERSON, financial secretary 
to the War Office, said the practice of the medical 
boards set up by the Minister of Labour and National 
Service under the National Service Acts was governed 
by a code of instructions issued in May, 1939, which 
had been revised from time to time by a committee 
under the chairmanship of Lord Horder. That com- 
mittee advised the Minister of Labour on all questions 
in connexion with the medical examination of men for 
the Forees, and representatives of the three Services 
sat on it. Every recruit was seen by four doctors. 
Most of the examiners were general practitioners, many 
were retired officers, and a few of the chairmen were 
consultants. The first examiner investigated the man’s 
mental condition, nervous stability, previous bealth, 
and nervous system: the second his teeth, throat, nose 
and ears, physical development, movement of joints, 
history of injuries and operations ; the third his pulse- 
rate, heart, chest. lungs and abdomen, and confirmed 
abnormalities noted by the other examiners. The 
chairman reviewed the case as a whole and decided the 
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grading. The average examination took just under 
half an hour. Any man about whom the board had 
doubt might be referred to a consultant. Since June, 
1939, about 5% of the men examined had been referred 
to an ophthalmologist and 5° to other specialists. 

Recruits were classified in one of five grades, 1, 24. 
2, 3 and 4. Only men placed in grades 1, 2A and 2 
were accepted for service. The civilian medical board 
grades were translated into the Army categories A, Ai, 
B, Bi and reviewed by a military medical officer when 
the man joined up. The Army MO did not undertake 
an exhaustive examination, though he did examine 
the man stripped, but he checked the facts ascertained 
by the civilian board. It was sufficient for this examina- 
tion to take place when the man arrived at his unit and 
the facts contained in the civilian board’s report were at 
the disposal of the military MO. Unless there seemed 
to be an error in grading no category was changed by 
an Army MO, except for technicians, till the man had 
been at least one month in the Army. The interval 
between a man’s medical examination under the National 
Service Acts and the date when he joined his unit did 
not normally exceed 6-8 weeks. Regulations were 
about to be issued which would ensure that no man 
should be called up for service who had not been 
examined or re-examined within the preceding 6 months. 

A man who considered that he had been wrongly 
graded could protest and his protest would be con- 
sidered by the Ministry of National Service. If there 
was reason to think his health had deteriorated, or if 
fresh medical evidence could be pro tuced, a re-examina- 
tion was arranged. Since September, 1941, a note had 
been placed on the grade card given to a man at his 
medical examination asking him to notify the Ministry 
of National Service if before he was called he had a 
serious illness or accident, or had reason to believe his 
health had deteriorated. In the opinion of the Army 
medical authorities the number of men _ invalided 
within 6 months as a result of an error in grading from 
July 1, 1941, to Aug. 31, 1943, represented 7 in every 
10,000 of the total intake during that period, and 3 in 
every 1000 of the total invalided during the same 
period. The figures for the period before July 1. 1941, 
were not available. 


QUESTION TIME 
Committee on Juvenile Delinquency 

Dr. Russevt THomas asked the Home Secretary if he would 
consider setting up a committee to investigate the problem of 
juvenile delinquency in all its aspects.—Mr. H. Morrison 
replied: The suggestion has been well in my mind in con- 
nexion with postwar developments, and I shall hope before 
long to appoint a committee to advise me on some or all of the 
aspects of this subject. Ten years’ experience of the working 
of the Children and Young Persons Act 1933 has satisfied my 
advisers that, generally speaking, the principles upon which 
young offenders are at present being dealt with are sound and 
the progress has continued despite the unfortunate impact 
of the war on social conditions. I should like also to express 
my appreciation of the admirable and successful work, of 
which the general public knows so little, done by justices 
sitting in juvenile courts, by probation officers, and by heads 
and staff of approved schools and other homes or institutions 
for children which assist the juvenile courts in their work. 


Psychological Examination of Mining Conscripts 

Mr. D. L. Lipson asked the Minister of Labour if he 
would arrange that the medical examination of youths liable 
to be conscripted for coal-mining should include examination 
by a psychologist, who would decide whether they were 
temperamentally suited or not for work of this kind before 
their names were subjected to the ballot.—Mr. E, Brvin 
replied: It would not be practicable to submit all men who 
are examined under the National Service Acts to a special 
psychological examination directed to temperamental fitness 
for coal-mining. Men selected for direction to coal-mining 
will be given a further medical examination if they so request. 
—Mr. Lipson : In view of the trouble that has been caused in 
the mines in the past by compelling those who were unsuited to 
the work to undertake it, does the Minister not think it would 
be just as well to be wise in time and take such steps as I have 
indicated, as there is otherwise the danger of trouble from the 
other miners ?—Mr. Bevin: I have never yet accepted 
psychologists as people with supreme wisdom.—Mr. Lipson : 
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Very short-sighted.—Mr. G. GrirrirHs: No. It is the hon. 
member who is short-sighted. (Laughter. ) 


Scottish Scientific Advisory Committee 


In answer to a question the Secretary of State for Scotland 
said that the present members of his scientific advisory 
committee are : 

Sir John Orr, MD, FRs (chairman), Prof. Carl Browning, MD, 
rks, Prof. F. A. E. Crew, mp, Prof. I. de Burgh Daly, Mb, FRs, 
Sir John Fraser, FRcosk, Prof. D. Murray Lyon, MD, Sir Alexander 
Macgregor, MD, Prof. T. J. Mackie, Mp, Sir Edward Mellanby, Mb, 
rrs, and Prof. W. J. Tulloch, mp. 


Queen Charlotte’s. Hospital Nurses Home 

Replying to questions the Minister oF Heattusaid: At the 
outbreak of war the nurses’ home at Queen Charlotte’s Hos- 
pital was still a shell and building work was discontinued. In 
September, 1941, the shell was requisitioned for the storage of 
furniture from bombed houses, with the consent of the hos- 
pital. Pressure on the hospital’s beds increased, and after 
discussion it was agreed that an effort should be made to carry 
on the building of the nurses’ home in spite of war-time 
difficulties in order to free the beds in the hospital now 
occupied by nurses, Agreement was reached in regard to the 
disposal of the furniture and it was decided in August last 
that plans should be got out for the completion of the major 
parft of the home. These plans, which will involve the use of 
large amounts of controlled materials, were submitted to my 
department only on Nov. 29, and are now being considered. 


Stability of Repatriated Prisoners 


Brigadier-General Sir Ernest Makrys asked the Secretary 
of State for War whether he was aware that advices from 
German camps where prisoners of war were confined showed 
that in many cases there were signs of mental strain; and 
whether, in the selection of prisoners for repatriation, sym- 
pathetic consideration had been given to those men who 
suffered from obvious mental derangement due to confinement 
and to the difficult conditions under which they existed.— 
Sir JAMEs GRIGG replied : The selection of prisoners of war for 
repatriation is carried out according to the Geneva Convention 
by a mixed medical commission of two neutral doctors and 
one German doctor. Mental and nervous affections are 
specified in the convention as diseases which justify repatria- 
tion. Thirty-two British prisoners were recently included on 
these grounds among those repatriated from Germany. The 
number of prisoners of war in Germany classified as suffering 
from mental ailments is small. Mental hospitals in Ger- 
many are frequently visited by the protecting power and the 
prisoner of war inmates also occasionally receive visits from 
British chaplains. They are supplied with books and Red 
Cross parcels. 


Pneumoconiosis Disablement Certificates 


Mr. Ness Epwarps asked the Home Secretary if he 
proposed to take any special steps to deal with the large 
number of applications for certificates of disablement by 
reason of pneumoconiosis which were outstanding in South 
Wales, and if he would state the number of applications for 
certificates of disablement by reason of pneumoconiosis 
which had been made to the South Wales medical board ; and 
how many were awaiting decisions.—Mr. Morrison replied : 
Since July 1 last the medical board have received 2213 appli- 
eations from South Wales coalminers under the Various 
Industries (Silicosis) Scheme, 1931, or the Coalmining In- 
dustry (Pneumoconiosis) Scheme, 1943. In 1282 of these 
cases the board have not yet come to a decision. As from 
July 1 last the strength of the medical board in South Wales 
was doubled and further assistance is being given so far as is 
practicable. I fully recognise the desirability of doing 
everything possible to cope with the increased work, but the 
claims on the medical profession at present make it difficult 
to secure the services of qualified men who can devote time to 
this work, and some delay is unavoidable. 


Regulation 33B 


Up to June 30, 1943, the latest date for which figures are 
available, the number of persons reported as alleged sources of 
venereal infection by two or more persons under treatment 
was 110; and by the same date 71 of these had been brought 
under treatment by local authorities. About 220 other 


persons, out of approximately 1780 in respect of whom only 
one report reached medical officers of health, were induced to 
(Mr. 


undertake treatment when informally approached. 
H. U. Wirtrxk replying to Mr. A. PEaRsoN.) 
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Letters to the Editor 


TREATMENT OF MYASTHENIA GRAVIS 


Smr,—The letter by Laurent and Walker in the 
LANCET of Sept. 18 emphasised the importance of 
adequate treatment for patients with myasthenia gravis 
by the use of *‘ Prostigmin’ (neostigmine USP). With 
this point of view we are in entire accord. Many 
patients are not receiving enough prostigmin to maintain 
a reasonable standard of health. A considerable pro- 
portion require 150-300 mg. of prostigmin bromide. 
correctly spaced throughout the 24 hours. The use of 
prostigmin must be regarded as a form of ‘* substitution 
therapy.”” analogous to liver-extract treatment for 
primary anemia or insulin for diabetes. Until this 
concept of treatment is grasped by the medical pro- 
fession and by hospitals. many patients with myasthenia 
gravis will continue to suffer from unalleviated symptoms. 

Since the discovery of the effect of prostigmin on 
myasthenia gravis by Walker in 1934, the drug has been 
used freely at this hospital on a large series of cases. 
Over 130 patients with this disease were seen between 
1935 and 1943. In 100 of them data regarding their 
illness were complete. Some have been seen throughout 
the entire eight-year period : none was observed for less 
than a year. The majority of the patients are ambu- 
latory and come to the clinic at the hospital ; about 60 
are seen periodically at intervals of 2-6 weeks. Ages 
ranged from 20 to 70 years. In the 100 cases there have 
been 22 deaths in the last 8 years. Exact figures for 
comparison with such a large series are unknown, but 
the mortality before 1935 was probably bétween 70°, 
and 80% in any eight-year period. Many patients died 
within a few weeks or months of their initial symptoms. 
Few survived beyond the second year and rarely did a 
patient live for 10 years or more. Most of the 22 patients 
in our series who died, moreover, were in the later years 
of life. 

The maintenance dose of prostigmin bromide, taken by 
mouth. is considerably larger than the one ordinarily 
referred to in textbooks. Of 45 ambulatory patients. 
seen during 1942-43, about half were maintained on 8—14 
prostigmin bromide pills a day, each pill being 15 mg. 
Two patients in the series took no prostigmin bromide, 
both being in complete remission. One patient took 
20 pills each day, another 25. The average intake was 
10-9 pills each 24 hours. or 163-5 mg. of prostigmin 
bromide. In addition, 36 of the 43 patients who were 
taking prostigmin took ephedrine sulphate, in pills or 
capsules of 24 mg. each, the average being about 3 doses 
in 24 hours. Six patients took no ephedrine sulphate ; 
one took 5 doses a day. Other drugs, such as potassium 
chloride or potassium gluconate and guanidine hydro- 
chloride were less commonly used. Six patients took 
potassium in some form, the usual dosage being 4 g. 
two or three times a day. Five patients took guanidine 
(0-125 g.) three timesaday. All patients came to depend 
on prostigmin bromide, by mouth, as the most efficient 
drug to offset the symptoms of myasthenia gravis. 
The other three drugs—ephedrine, potassium and 
guanidine—were always added to the prostigmin bromide 
dose, never being used alone. In many cases, after 
repeated observations, one or even all three of the drugs. 
except prostigmin, were omitted, as being of no value 
or because they were too difficult to take. Glycine. 
formerly used, is no longer taken by any patient in our 
entire series. 

Ambulatory patients occasionally use prostigmin 
methylsulphate, 0-5 mg. (1 in 2000), by intramuscular 
injection. All patients with respiratory distress have 
written instructions from the clinic regarding the use of 
the drug in this form. Three or four of the 45 patients 
in the group studies resorted to intramuscular injections 
a few times a year. Two or even three ampoules of 0-5 
mg. each may be used at one time, at the discretion of 
the patient’s medical adviser, with or without atropine 
sulphate. Patients with myasthenia gravis usually 
evaluate their individual needs quickly and sense when 
and how much medicine is needed. Our tendency has 
been to teach the patient, as thoroughly as we can, the 
use and abuse of prostigmin in both forms, and allow 
them to make the ordinary decisions regarding dosage, 
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MORE ABOUT THE NURSE’S PAY 
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a policy so successfully used in the treatment of the 
diabetic patient with insulin. 

It is now well recognised that the amount of prostigmin 
taken each day by the patient to maintain a reasonably 
normal existence varies greatly. In most cases, it has 
been our experience that patients do not take enough 
prostigmin to be optimally maintained. In the most 
severe types of myasthenia gravis, patients can only be 
maintained on parenteral treatment. We have used as 
much as 25 mg. of prostigmin methylsulphate intra- 
muscularly, plus 3 mg. of prostigmin methylsulphate 
intravenously in 24 hours. Under this large dosage, 
even at the end of 2 weeks of treatment, patients do not 
become tolerant to this drug, but as they pass from a 
relapse to a remission, a condition which must always be 
expected, the intramuscular and intravenous therapy 
may be gradually reduced and supplanted by oral 
treatment. The use of prostigmin bromide by mouth, 
however, is the usual way to treat patients with myas- 
thenia gravis. Rarely is it necessary to use any other 
means, but in emergencies intramuscular and intra- 
venous treatment should not be disregarded. 

There are two important rules in the treatment of 
myasthenia gravis. First, maintain the patient ade- 
quately with prostigmin bromide, given by mouth and 
properly spaced through the day and night. Second, 
bend every effort to carry the patient through a relapse, 
as a remission is sure to recur, if intercurrent infection 
or some other disaster does not overwhelm him. 

Myasthenia Gravis Clinic, HENRY R. VIETs. 

Massachusetts General Hospital, Boston. 


MORE ABOUT THE NURSE’S PAY 


Sir,—I eas pleased to read your comments and 
criticisms of the second report of the Nurses Salaries 
Committee. In my view it leads us gently up the path 
towards the perfect totalitarian state. It also illustrates 
how often anomalies can be created as well as resolved. 
But there are several points in the report affecting the 
public health nurse which deserve discussion. 

1, The Rusheliffe committee now draw a distinction between 
the scale salary of tuberculosis health visitors who 
possess a health visitor’s certificate or diploma, as 
against those not possessing such certificate. I con- 
sider that some consideration should be shown to 
existing nurses who have all been appointed on the 
same basis. It seems invidious to make a distinction 
now between nurses who have given long and efticient 
service. Some of these long-service nurses possess 
the important certificate of the Royal Sanitary Insti- 
tute—that is, they are sanitary inspectors as well as 
qualified nurses. Others have had _ considerable 
service in district work and in sanatoria, and have 
acquired sufficient knowledge and experience to carry 
out their duties every whit has satisfactorily as the 
later-joined nurses who have taken the health visitor’s 
certificate. I contend that employing authorities 
should have the power to apply the £270-£360 scale 
to all existing staff if they so desire. 

2. The committee recommend that the employing authori- 
ties should provide uniform free for all nurses employed 
in the public health services who are required to wear 
uniform, and specify that such uniform for non-resident 
nurses should be valued at £12 per annum for super- 
annuation purposes, One gathers from this that the 
intention is to provide uniform free and as an addition to 
the salary, yet the annual salary is “inclusive of emolu- 
ments ”’ (p. 44, table 11), and as uniform normally is an 
emolument some clarification of this point is desirable. 

3. Some nurses under the existing scales of local authorities 
are given an allowance for laundry. Income tax on 
such allowance is not payable, and presumably it will 
be open to a health visitor to claim her laundry bills as 
an expense of office. It would have been helpful if 
some figure could have been fixed for laundry so as to 
ease dealings with the income-tax authorities. In 
a modern tuberculosis clinie all health visitors attend 
pneumothorax refill sessions, run the artificial light 
department, undertake dressings, &c. Thus they at 
least will have white coats and white head-squares. 
It follows surely that the laundering of these should 
be met by the authority. 

4, It is recommended that nurses in the public health ser- 
vices, other than school nurses, shall have three weeks’ 


annual leave. The committee state that ‘‘ School 
nurses are excepted, bearing in mind that their holidays 
are normally longer than this—a practice which we 
feel should continue.” I consider the duties of tuber- 
culosis health visitors are such that they are no less 
deserving of the longer holiday than the school nurses. 

5. The Rushcliffe committee have not made any reference 
to the marriage of health visitors. Apparently a 
little crumb of discretion over the employment of 
married health visitors is still left with the employing 
authority. 


It is certainly time that the non-resident nurse, forming 
an important section of the public health service, should 
have the general financial recognition now accorded her, 
for she is performing an important duty in and for the 
community. Her duties are likely to increase in quantity 
and quality. 

County Offices, Preston. Ga. 


POSTGRADUATE DEGREES 

Sir,—Many Service medical officers are, I know. 
concerned about the opportunities which will be available 
to them for taking postgraduate courses after the war. 
1 think this important matter should be emphasised. 
Many of us, before war broke out, would have liked to 
have taken postgraduate degrees, but at the call of the 
Services we had to give up these ideas, and also our jobs 
or practices, and in the case of married men our homes 
and families ; and in fact we have made great sacrifices. 

We do not know what the future holds. In contrast 


LissaAnt Cox. 


to this many young men in the Emergency Medical, 


Services are sitting comparatively pretty and taking 
higher degrees. We hear of young people taking the 
MRCP examination six or twelve months after qualifying. 
These are the people who will have all the advantages in 
the postwar medical world. This seems unjust and it 
needs investigation, since it may cause bad feeling 
afterwards. 
Home Forces. 


RADIOLOGICAL ‘APPOINTMENTS 


Stmr,—The council of my institute have recently had 
the opportunity to ascertain the feelings and views of a 
Jarge number of radiologists who are at present’ serving 
with HM Forces overseas. Many of these officers who 
have been abroad for some years feel they may not for 
some time be in a position to put forward their views or to 
maintain touch with those bodies by whom radiological 
appointments may be made during and immediately 
after the war. Their interests may not be adequately 
considered and their position on return to civilian Jife 
may thereby suffer. I am instructed to bring these 
facts to the notice of such consultative and appointing 
bodies and to suggest that : 

1. No radiological appointment be made for a longer 
period than the duration of hostilities. 

2. Appointments made during the war, whether to 
British or alien nationals, be where possible made subject 
to review after demobilisation. 

3. Such conditions of appointment, if in force, should 
be clearly brought to the notice of applicants by the terms 
of the advertisement or otherwise. 

British Institute of Radiology, 

Welbeck Street, W.1. 


A SERVICE MEDICAL OFFICER. 


Hveu DAVIES, 
Hon. Med. Secretary, 


BISMUTH PREPARATION FOR SORE THROAT 

Sir,—For the last eight years I have adopted a 
routine treatment for the common sore throat which 
has proved highly successful. Briefly, it consists in the 
ntramuscular injection of the water-soluble bismuth 
salt, sodium bismuth thioglycollate (‘ Thio-Bismol ’ 
PDCo). The usual local treatment is an advantage, 
but apparently is not essential. Thio-bismol is in 
general use in syphilitic cases and has also been found 


of value in Vincent’s infection, and in certain forms of 


malaria. I kept careful records of at least 50 cases in 
which bismuth was injected, but I have been unfor- 
tunate enough to lose them all through bombing. In 
my experience, one injection of 1 c.cm. (0-1 g.) of water- 
soluble bismuth during the first day of *‘ sore throat ”’ 
will cut short the attack. The febrile and other catarrhal 
symptoms involving the nose, pharynx and larynx are 
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controlled and a second injection is rarely required. 
Patients usually report improvement within an hour 
and recovery in 12 or 24 hours after the injection. 
Elderly patients with chronic or recurrent sore throat 
gain comfort from the injection. Often the frequency 
and severity of their *‘ colds’ is diminished for long 
periods. Excellent results in chronic inflammatory 
swellings of the arytenoids, vocal cords and lingual 
tonsil can also be obtained. No ill effects have been 
observed except for an occasional ache in the muscle, 
which has disappeared on the application of warmth. 
Acute diarrhoea occurred in two cases within an hour 
of the injection, but this was soon under control. 
Lioyp. 


TERMINOLOGY 

Sir,—In your leader of Nov. 27 you say, ‘‘ Had St. 
Thomas Aquinas known Greek and—as we are sure Sir 
Almroth [Wright] would have advised—retained Aris- 
totle’s technical words for what became in common par- 
lance substance and form, fewer human beings would have 
been burned alive.’ The facts are that St. Thomas 
employed a translator who provided him with an excel- 
lent translation of both the Physics and the Metaphysics, 
the two books of Aristotle in which the concepts of 
matter and form are developed. The translation is 
frequently closer to the original than either the Loeb or 
the Ross translation into English. Anyone who knows 
Greek, Latin and English can check this: I have done 
so. Furthermore St. Thomas. to avoid ambiguity, 
frequently retains the original Greek word in his Com- 
mentary on the Metaphysics, and he is most scrupulous to 
define clearly what Aristotle meant by the word or 
phrase used in the light of his other writings. 

It is therefore strange that you should accuse this very 
careful scholar of making an error with regard to two 
such important words as matter and form. Are you 
perhaps accepting too credulously the statements of 
Duhan, which are certainly open to contradiction ? 
The further step which relates this supposed mistake to 
the frequency of burning puzzles me. Are you under the 
impression that people have been burned by religious 
authorities for refusing to subscribe to a philosophical 
thesis ? If this has happened I should like to have 
particulars. 

University College, Dublin. 


London, W.1. 


T. W. T. DILLon. 


*,* We did not accuse St. Thomas of ig an error, 
but expressed the opinion that it would have been better in 
a technical argument to have retained the Greek terms and 
not replaced them by equivalents in the language of all 
readers, to wit Latin. Forma, for instance, was a word 
often used by good Roman writers in very much the sense 
it bears in our own non-technical literature, not in the 
specialised sense of or even eléos. Far-off 
writing > might be an equivalent of telegraphy, but a 
bad one ; it has the wrong colour.—Eb. L. 


MINIATURE RADIOGRAPHY 

Str,—I have read Dr. Henderson’s letter in your issue 
of Dec. 11 with some apprehension. In this letter he 
quotes a factory medical officer as saying that he was 
‘under the same responsibility regarding medical 
secrecy as any other doctor.’’ ‘‘ He or she is only en- 
titled,’ the quotation continues, ‘‘ to convey information 
regarding disease in members of the factory to the 
managing director, or his nominee. where it is a matter 
that affects the health of the factory workers generally, 
or the individual's efficiency.’ I find it difficult to recon- 
cile these two statements. It would only be permissible 
for a factery medical officer to convey information to any 
member of the management if he had first obtained the 
permission of the individual concerned. It is difficult 
e nough to assure factory workers that the factory medical 
officer is subject to the same obligation of secrecy as the 
worker’s own doctor and a statement such as the above 
is unfortunate. I can only hope that Dr. Henderson 
misunderstood the factory medical officer. 

Association of Industrial JoHN C. BRIDGE, 

Medical Officers. Chairman. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken. 
as an indication that they are necessarily available for export. 
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Obituary 


ARTHUR EDWIN HORN 
KT, MD LOND, MRCP, DTM 


Sir Arthur Horn, consulting physician to the Colonial 
Office, died at his home at Limpsfield on Dec. 19, at the 
age of 73. He was the son of William Horn of Forest 
Hill and was educated at Westminster City School and at 
St. Mary’s Hospital, where he graduated in 1899. After 
serving as civil surgeon in a brigade field hospital during 
the South African war he joined the West African 
medical staff in 1904 and served on the Gold Coast, in 
Nigeria and Gambia. In 1908 he was awarded the 
Craggs prize for research in- tropical medicine and the 
same year he presented a valuable report on cerebrospinal 
fever in the Northern Territories and in 1910 another on 
sleeping-sickness in the Volta river district. During the 
last war he acted as principal civilian medical officer in 
German East Africa and in 1920 he joined the Rockefeller 
Commission for the investigation of yellow fever in West 
Africa. Two years of service as DMS in Malaya followed 
till in 1923 he was appointed medical secretary to the 
advisory and sanitary committee of the Colonial Office. 
and later a junior medical adviser. When he retired in 
1928 he became consulting physician. His wide experi- 
ence was valued at the meetings of the executive com- 
mittee of the British Empire Relief Association and his 


articles in our own columns in 1912 on the health of 


Europeans in West and East Africa were a valuable 
epidemiological record. 

P. M.-B. writes : ‘* Arthur Horn was one of those quiet, 
persistent solid people who are the stable element of a 
community or profession. Deeply attached to clinical 
medicine he was a sound and trustworthy physician, who 
held his way serenely through life unruffled by personali- 
ties or disappointments. His pleasing address and win- 
ning smile went with considerable organising ability and 
made him a good committee man and an ideal secretary, 
and when he spoke it was to utter sound and common- 
sense advice.” 

JOHN SWIFT JOLY 
MD DUBL, FRCS 


Mr. John Swift Joly, who died on Dec. 14 at the age of 


sixty-seven, was the younger son of the Rev. John Swift 
Joly. rector of Athlone, and the family name recalls that 
his great-great grand father married a sister of Dean Swift. 

He entered Trinity College, 
Dublin, in 1894. His first bent 
was towards engineering, which 
was not surprising as his elder 
brother, Charles Jasper Joly, a 
fellow of Trinity, was at that 
time Astronomer Royal for Ire- 
land, and his famous cousin, 
John Joly, FRS, inventor of the 
bomb calorimeter and a pioneer 
in colour photography, was as- 
sistant professor of physics and 
later professor of geology in the 
university. Half-way through 
his undergraduate course, how- 
ever, Joly decided to take up 
medicine, a decision he never 
regretted. He finished his arts 
course, none the less, by taking 
his moderatorship in experimental science with the highest 
possible honours, which corresponds with the honours 
BSc of other universities. This training in scientific 
thought coloured his mind, and proved. useful when he 
was developing his views of the chemistry of stone 
formation and working out the optics of the urological 
instruments he later invented. 

With this background it was not surprising that Joly 
was one of the most brilliant medical students of his year. 
He qualified in 1902 and after holding a house-surgeoncy 
at Sir Patrick Dun’s Hospital. he went abroad with 
a surgical travelling scholarship to work under 
Kocher at Berne and in the surgical clinics at Vienna. 
His first appointment in London was as house-surgeon 
at the Lock Hospital, his second as house-surgeon at St. 
Peter’s Hospital, and these two posts settled his future 
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career. He decided to practise in London, and took the 
FRCS in 1907. Shortly afterwards, owing to the resigna- 
tion of Hurry Fenwick, he was appointed to the staff 
of St. Peter’s, where his colleagues were P. J. Freyer, 
Swinford Edwards, John Pardoe and John Thomson- 
Walker. Fierce controversies then raged over the 
possibility of complete removal of the prostate, and 
priority in the invention of prostatectomy. Freyer and 
Thomson-Walker fired the shots for St. Peter’s. Joly, 
quietly in the background, supplied the ammunition. 

In the last war he served in Palestine as surgical expert 
at the 47th Stationary Hospital, Gaza, with the rank of 
major RAMC. Returning to London he resumed his 
work at St. Peter’s in 1919, and was elected surgeon to 
outpatients at the Lock Hospital in 1920. He retired 
from this post a few years later, and the rest of his surgical 
life was centred round St. Peter’s. 
tion of a steady, competent surgeon, with a wide scientific 
outlook. As an operator he was careful, perhaps a little 
slow, but his judgment was always sound. He handled 
the cystoscope which bears his name with dexterity. 
His writings were not many, but what he wrote carried 
conviction, for it was based on wide reading, clear think- 
ing and much experience, and Stone and Calculous Dis- 
eases of the Urinary Organs, published in 1929, made his 
reputation international. At the time of his death he was 
engaged on a similar work on Diseases of the Kidney, 
which unfortunately has not been completed. 

Joly was a prominent member of the Masonic Order, 
and had been master of the TCD lodge in London. He 
Was a member of the Savage Club, and delighted to invite 
his colleagues to the Saturday evening dinners. He was 
also a keen golfer and an expert photographer. With his 
wife and son, now serving as a surgeon lieutenant RNVR, 
Joly spent most of his holidays mountaineering in 
Switzerland. In private life he was quiet and reserved, 
with sudden flashes of Irish wit when least expected. 


GORDON WORSLEY BELLIS 

MRCS; FLIGHT-LIEUTENANT RAF 
Dr. Gordon Bellis, who was killed on active service in 
Sicily during September, was the only son of Mr. and 
Mrs. H. Bellis of Eastcote, Middle- 
sex. He was educated at Dover 
College and at Oxford where he 
studied arts before he entered 
Charing Cross Hospital medical 
school in 1935. He qualified in 
October, 1940, and held the post 
of house-physician, and later of 
resident obstetric officer at Ash- 
ridge Hospital, where he showed 
great promise and aptitude. He 
received his commission in the 
Royal Air Force in 1941 and at 
the time of his death was medical 
officer to a squadron operating 


overseas. Bellis was a keen free- 
mason and a member of the 


hospital lodge, joining from his old school lodge, in which 
he held office. He leaves a widow. 


WILLIAM JAMES FAWCETT 
MB DUBL; MAJOR-GENERAL 

Major-General Fawcett, who died on Dec. 1 in his 
6th year, was a link with a past which he himself helped 
to change. When he was first posted to India, shortly 
after graduating from Trinity College, Dublin, in 1870, 
hospitals there were small and ill equipped and the 
nursing was done by orderlies drawn from the regiments. 
There was little medical work, for diseases such as 
malaria, typhoid, dysentery and cholera were regarded 
as inevitable. Fawcett soon won for himself a reputation 
as a surgeon and anesthetist at a time when the admini- 
stration of chloroform in the tropics was still held to be 
a dangerous experiment. In the face of opposition from 
regimental officers he was successful in the original 
British station at Bangalore, and later he was appointed 
to the station hospital at Poona where he was thanked 
by the government of Bombay for his work in suppressing 
plague. In 1899 Fawcett was appointed principal 
medical officer in Egypt and in 1903 returned to Ireland 
to take up the same appointment there. ,Then*he found 
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his early experience at Bangalore valuable and in his 
work for the merging of many small hospitals into a large 
central one he was helped by Sir Frederick Treves and 
Sir Charles Ball. In 1905 he was appointed deputy 
director of Army Medical Services under Keogh, when the 
detailed work of setting up medical services for the new 
Territorial Army fell largely to him. After his retire- 
ment three years later he settled in his old home in co. 
Leitrim and in natural course was appointed justice of 
the peace, deputy lieutenant and high sheriff, but in the 
troubles of the early twenties he moved to Devon. 
Though he was a judge of horseflesh and a skilful horse- 
man, horses did not appeal to him except as a means of 
transport. He was a good rough shot and proud of a 
preprandial record of 23 snipe for 25 cartridges, but 
fishing was his passion and when over eighty he would 
walk four miles, fish all day and walk home with his 
basket of trout. He is survived by his son Colonel 
H. H. J. Fawcett, late RAMC, and two daughters. One 
of his two grandsons is a captain in the RAMC and the 
other, newly qualified, hopes to join within weeks. They 
are continuing a chain of family service unbroken for 
over seventy years. 


LAURENCE TEMPLE BOND 
MB CAMB 

Dr. L. T. Bond, who died at-his home at Westcliff- 
on-Sea on Dec. 1 at the age of 37, went up to Caius 
College, Cambridge, in 1924 with a scholarship from 
Sherborne, and gained a first-class in part Il of the 
pathology tripos. He was the university entrance 
scholar of St. Thomas’s Hospital in 1928. He 
qualified in 1931, after winning the Bristowe Medal in 
pathology, which he had already chosen as his specialty, 
and after acting as casualty officer and house-physician 
to Sir Maurice Cassidy, took a research post in the 
laboratory of the late Prof. L. S. Dudgeon. A period 
as assistant at the Royal Sussex County Hospital fol- 
lowed and later he was appointed to take charge of the 
pathological department at the Southend General 
Hospital. In 1940 Bond joined the EMS and was 
posted to the Herts County Hospital and to an EMS 
hospital in the same sector. 

His athletic career was even more outstanding. While 
at Cambridge he took up pole-vaulting. He was awarded 
his half-blue in 1927 and won the event against Oxford 
a year later. In 1928 he was selected to represent this 
country at the Olympic Games at Amsterdam. In 1930 
he set up a new English native record with a vault of 
12 ft. 6 in. He competed at the Empire Games in 
Canada and the AAA championships and during 1928-31 
was a regular performer for the Achilles Club and the 
United Hospitals AC, 

N. L. R. writes: Laurence Bond’s crisp, practical 
mind and balanced judgment made his opinion much 
valued by his colleagues, and he had a disconcerting 
knack of probing the weak point of an argument. Al- 
though he was inclined to be conservative he was not 
unreceptive to new ideas, and was one of the first to 
explore the possibilities of sternal puncture in blood 
disorders. He wrote well and his contributions to 
medical litérature included a masterly account of con- 
genital hemorrhagic telangiectasia and, in collaboration 
with Mr. Aleck Bourne, a study of the changes in the 
cervix uteri in chronic leucorrhoea. He enjoyed life 
to the full and his enthusiasm for work and sport was 
infectious. He was a keen entomologist and had 
acquired a good representative collection of British 
butterflies. He leaves a widow and two daughters. 


Dr. JoHN Harvey founder of the Battle 
Creek Sanitarium, died there on Dec. 14 in his 92nd year. 
Apart from the years spent to qualify in New York he 
lived his whole life in Michigan, where his influence was 
enormous—as an evangelist of good health, teacher and 
prolific writer, founder and professor in the medical 
school, member of the State Board of Health, pioneer 
of electrotherapy, and president of the Race Betterment 
Association. The names of his published works occupy 
the better part of two columns in the Surgeon General’s 
catalogue and thirty years ago we expressed the hope that 
his little book on The Body in Health would find its way 
into the hands of our own school teachers. 
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Public Health 


The Influenza Epidemic 
The Christmas news was good also on the influenza 
front. The number of deaths reported during the week 
ended Dec. 18 was 39 fewer than in the previous week. 
So far then the 1936-37 peak has not been reached—by 
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Weekly Deaths from Influenza in the Great Towns of England 


and W. 
on AGGR.| Lond. |NORTH MIDL. |Manc. B’td B’hm B’tol 
Nov.13| 46 6 16 19 12 4 2 2 4 
20] 106 10 16 56 24 4 7 1 9 
27) 375 29 71 172 81 44 17 20 18 
Dec. 4] 709 72 181 288 157 47 ll 57 16 
11 1148 128 349 449 248 62 28 73 22 
18/1109 | 127 358 433 229 50 21 60 17 


a hair’s breadth. Nearly all the largest towns have had 
remissions, Croydon and Liverpool being the noteworthy 
exceptions ; but many towns in the Outer Ring and in 
the Midlands have had some increase, and towards Wales 
the lag is general. As far as London is concerned the 
victims have been limited even more than before to the 
— age-groups, the formula being 0-0-1-1-0-1-4-8-22- 


Infectious Disease in England and Wales 
WEEK ENDED DEC. 18 
Notifications.—The following cases of infectious disease 


were notified during the week: smallpox, 0; scarlet 
fever, 1936 ; whooping-cough, 1400; diphtheria, 550 ; 
paratyphoid, 1; typhoid, 3; measles (excluding 


rubella), 416 ; pneumonia (primary or influenzal), 2593 
(last, week 2967) ; puerperal pyrexia, 132 ; cerebrospinal 
fever, 64; poliomyelitis, 6; polio-encephalitis, 1 ; 
encephalitis lethargica, 4; dysentery, 133; ophthalmia 


neonatorum, 83. No case of cholera, plague or typhus - 


fever was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Dec. 15 was 1900. During the 
previous week the following cases were admitted: scarlet fever, 
135 ; diphtheria, 38 ; measles, 22 ; whooping-cough, 60. 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 1 (0) from scarlet fever, 1 (0) from 
measles, 13 (2) from whooping-cough, 16 (1) from 
diphtheria, 42 (7) from diarrhcea and enteritis under 
two years, and 1109 (127) from influenza. The figures 
in parentheses are those for London itself. 

The number of stillbirths notified during the week was 
208 (corresponding ‘to a rate of 34 per thousand total 


births), including 20 in London. 


PUBLIC HEALTH.—NOTES AND NEWS 
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Notes and News 


RETURN OF SHORT-SERVICE COMMISSIONS 

Short-service commissions are again to be granted to medi- 
cal and dental officers in the Army. These will have effect 
from the date of the officers’ appointment to an emergency 
commission in the RAMC or the ADC, or the date of his em- 
bodiment on full pay (Supplementary Reserve or Territorial 
Army) or date of his recall to service (Regular Army Reserve 
of Officers on the Territorial Army Reserve of Officers), 
provided there has been no break in service. After holding a 
short-service commission in the RAMC for 5 years, or in the 
ADC for 6 years, an officer may be selected for a permanent 
commission. Those not selected will be eligible for gratuities 
on retiring, provided they have remained at least 2 years in the 
Service after the statutory date of the termination of the war. 


ROEHAMPTON GROWING 

SINCE it was opened in 1915 as a convalescent auxiliary 
hospital, Queen Mary’s, Roehampton, has steadily bettered 
its own achievement. The beds rose in numbers from the 
modest 25 of the start to 900 by 1918, and the hospital soon 
became world-famous as a centre of treatment for crippled 
soldiers, and especially for studios devoted to artificial limb- 
making. Until 1925 these were its main duties; more than 
26,000 soldiers treated there were supplied with their first 
and second limbs, or attended for renewals and repairs of 
such limbs. After that the Ministry of Pensions began to 
use part of it for the treatment of facial cases and of general 
surgical and medical cases; new wards and theatres were 
built to receive them. In 1936 a fresh step was taken ; 
Roehampton’s experience was made available to civilians, 
especially railwaymen and miners, who are injured in the 
course of theiremployment. Building had been going on, as 
necessary ; the old huts where the limbs were made have been 
replaced by new brick quarters ; and at the beginning of this 
war new wards, an underground theatre and resuscitation 
rooms were made ready to deal with air-raid casualties, 

The hospital is now at the service not only of members of 
the Forces and nurses and civilians disabled by war, but of 
civilians who fall under the Ministry of Labour's rehabilitation 
scheme for civilians other than war cases, and for children 
both under five and of school age. The whole nation, in fact, 
has now the right to share in the fine care offered by this lively 
and vigorous hospital which, like a well-disposed baby, has 
never looked back. 


: THE FUTURE OF SCIENTIFIC FILMS 

On Nov. 20 a new body—the Scientific Film Association— 
was formally constituted, under the presidency of Mr. Arthur 
Elton, with the aim of promoting national and international 
use of scientific films. Other members of a distinguished 
committee are Mr. H. L. Beales of the London School of 
Economics, Mr. Paul Rotha, Mr. Oliver Bell, director of the 
British Film Institute, and Mr. W. McAdam Eccles, Frcs. 
The association has devised short-term and long-term plans 
which range from a modest determination to get a small office 
and ‘a secretary to a full-blown vision of international confer- 
ences, courses in film technique for scientists, a private 
theatre for the use of film societies, and the issue of a journal. 
In the meantime it should be possible to study potential 
sources of films and the uses which might be made of them, 
to arrange private shows of important films, to help to 
establish libraries, and to review and classify existing films. 
These useful activities should keep the SFA busy for the 
moment and give them time to develop their resources. We 
wish them well. 


THE MASSEUSE ON THE PLASTER TEAM 

In a lecture to the Wiltshire branch of the Chartered 
Society of Massage and Medical Gymnastics, Mr. A. G. Ord, 
surgeon in charge of orthopedics at the Royal Portsmouth 
Hospital, said that fracture clinics might well be extended 
to cover other types of accident, since the same methods of 
treatment are apposite to most types of accidental injury. 
He believes that rehabilitation should begin from the moment 
the patient enters hospital. For nine years he has drawn his 
plaster team from members of the massage department, 
considering that their knowledge of anatomy and limb 
function makes them peculiarly well qualified for this work. 
When the fracture has been reduced the plaster team apply 
the plaster and make themselves entirely responsible for it, 
under the surgeon’s direction. The plaster assistant gets so 
keen on her cases, owing to this opportunity of seeing them 
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completely through, that she takes a namenina pride in the 
success of the plaster, and corrections or alterations are rarely 
necessary. 
one masseuse, responds to her suggestions and early begins 
to help himself. When the plaster has set, a second radio- 
gram of the fracture is taken and is examined by the surgeon 
jointly with the member of the plaster team who has under- 
taken the case. The movements which the patient can be 
encouraged to undertake are agreed upon; and when the 
time comes for changing the plaster there is no doubt in the 
mind of masseuse and patient of the progress which may 
reasonably be expected. The patient realises, through the 
encouragement of the masseuse, that he is himself responsible 
for return of function. 


University of Liverpool 
At recent examinations the following were successful ; 
FINAL BXAMINATION FOR MB, CHB 

A. H. Swithinbank (with second-class honours). 

Part I111.—J. Ainsworth, A. 3. Beadel, K. W. Boggis, A. M. 
Brenuer, E. F. B. es Constance M. Davis, P. 5. Dearden, 
Margaret P. Diamond, E. Donovan, J. F. Ferguson, H. Francis, 
J. Gould, Betty ceheenes. - T. Harrison, H. Holden, Winifred 
L. Hollick, C. A. Hopkins, J. G. P. Jones, J. D. King, J. Langley, 
Leitner, A. McPherson, E. 8S. Marshall, J. W. Maybury, 
Janet B. Mercer, Sheila L. Richardson, J. J.’ Rivlin, Irene W. 
Simpson, W. Sireus, C. Taylor, K. B. Thomas, D. W. Townley, 
Simone J. van Son, J. G. Warbrick, Elspeth M. Whittaker, Margaret 
A. Williams, and F. B. Wright. 

Royal College of Surgeons of Edinburgh 

At a meeting of the college held on Dec. 
R. W. Johnstone, the president, 
were admitted to the fellowship : 

A. C. Buchan, LRcPE; M. L. Burman, MB PATNA; V. H. J. Davies, 
MD LOND; J. C. Dundon, MB NuI; G. R. Fisk, MB LOND; Thomas 
Fletcher, MD GLASG; R, H. Foster, MB CAMB; M. D. Hickey, MB 
nur; W. D. Lovelock-Jones, MB WALES; W. E. Pollett, MD 
DALHOUSIE; G. I. Roberts, MB LPOOL; and D. F,. Walsh, MB DUBL, 


Society of Apothecaries of London 

Sir Stanley Woodwark, master, was in the chair at the 
Christmas court held on Dec. 14, when Surgeon Rear-Admiral 
C. P. G. Wakeley was elected to a seat on the court. The 
following were elected to the freedom of the society by 
redemption: G. F. Longbotham, C. D. Sanders, and R. N. 
Theakston. G. J. L. Hamilton was bound apprentice to 
C. J. B. Way. The diploma of the society was granted to 
C. M. F. Fiducia and 8. Yaffe. 


Course for the DPM 


Lectures on the anatomy and physiology of the nervous 
system, suitable for those intending to take a diploma in 
psychological medicine, will be held at the Maudsley Hospital, 
Denmark Hill, London, 8.E.5, during January, on Mondays, 
Wednesdays and Fridays at 2 pm. Further particulars may 
be had from Dr. W. W. Kay, Centra] Pathological Laboratory, 
West Park Hospital, Epsom, Surrey. 


Royal Society of Medicine 

On Tuesday, Jan. 4, at 2.30 pM, the section of pathology 
will meet at University College Hospital medical school, 
London, W.C.1. On the same day at the house of the society, 
1, Wimpole Street, W.1, short papers will be read at a meeting 
of the section of orthopedics, Mr. Geoffrey H. Bourne, D sc, 
will speak on the relative importance of periosteum and endo- 
steum in bone healing and the relationship of vitamin C to 
their activities ; Mr. P. B. Roth on a case of osteochondroma 
of the knee-joint; Mr. Denis Browne on calcaneus position of 
the foot ; Major G. Hammond, usamc, on fracture dislocations 
of the hip; and Major J. G. Bonnin on the hypermobile 
ankle ; and Mr. R. G. Pulvertaft will show a film of tendon 
suture of the hand. ~ On Jan. 5, at 2.30 pm, Dr. 8S. Daukes will 
read a paper to tlie section of history of medicine on the 
historical medical museum—its future and possibilities. The 
section of surgery is holding # clinico-pathological meeting at 
4.15 pm on the same day. The programme for the meeting 
of the section of neurology on Jan. 6, at 2.30 pm has been 
arranged by members of the staff of a Canadian neurological 
hospital, Lieut.-Colonel J. C. Richardson will describe clini- 
cal experiences in @ RCAMC neuropsychiatric ivision in Eng- 
land; Major W. C. Keith two cases of spinal extradural scar 
producing paraplegia ; Major J. A. Walters some aspects of 
the treatment of parkinsonism ; Major A. W. Stewart contre- 
coup lesions in the relatively severe craniocerebral injuries ; 
and Major B. C. Eaglesham will demonstrate a neuroradio- 
logical exhibit. On Jan, 7, at 2.30 pM, Major G. C. Steel and 
Major J. H. T. Challis will give the section of anwsthetics an 
account of their experiences in France and Germany. 
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The patient, being under the continuous care of 
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Medical Education Tomorrow 

Speaking at a graduation ceremony at the University of 
Manchester on Dec. 17, Sir John Stopford, rrs, the vice 
chancellor, said that important reforms and developments in 
medical education were coming. Effort would have to be 
made to give teachers in clinical subjects the opportunitie- 
for research enjoyed by their colleagues who taught preclinica! 
subjects. Whatever the future pattern of medical servic 
the general practitioner would take a more active part in 
public health and every medical student would have to be 
trained for this task throughout the preclinical as well as the 
clinical part of his course. The medical profession’s first duty 
was to promote and maintain mental and physical health, an 
outlook more positive than the prevention of disease whicl 
itself took precedence of curative medicine and rehabilita 
tion, To secure this a change of emphasis in the content of 
the medical course would have to be arranged. Work, food 
and the home had all important effects on health, and Si: 
John was encouraged to see departments of child health 
and social medicine being set up in different parts of the 
country. He looked forward to the day when the Universit, 
of Manchester would also have v ow departments in these 
two subjects. 


Medical Casualties 


The following casualties among RAMC officers have been 
announced : 
W ounded—Captain L. 


Montgomery, MD BELF. ; Captain B. C. 
Rowlands, MB LOND, ; 


and Major J. D. Sprague, LMS NOVA SCOTIA. 
British Association of Otolaryngologists 

An association of Otolaryngologists has been formed unde: 
this name. The officers are : president, Mr. W. M. Mollison ; 
vice-president, Mr. Lionel ! ‘olledge ; treasurer, Mr. V. E. 
Negus ; and secretary, Mr. F. C. Ormerod, 22 Upper Wimpole 
Street, London, W.1. 


Births, Marriages Deaths 


BIRTHS 
-On Dee. 15, the wife of Dr. W. O. Moore Ede, of Tunbridge 
Wells—a daughter. 
LaTrerR.—On Dee. 20, in London, the 
K. A. Latter, —-% daughters. 
MARTIN.—On Dee. 17, at Welwyn, Herts, 
Desmond Martin, RAMC—a daughter. 
RoBinson.—On Dec. 18, at Rustington, 
J. T. Robinson, RAMC—a daughter. 


EDE. 
wife of Squadron-Leader 
the wife of Captain W. 


the wife of Lieut.-Colonel 


SNELL.—On Dec. 18, at Northampton, the wife of Dr. W. E. Snell, 
of Colindale Hospital—e daughter. 
STREET.—On Dec, 16, in London, the wife of Captain*E. W. Street, 


RAMO—a daughter. 
TAYLOR.—On Dec. 23, in London, Dr. Charity Taylor (née Clifford), 
wife of Stephen Taylor, mp—a daughter. 


WEDDELL.—-On Dec. 17, in Oxford, the wife of Captain A. G. McD. 
Weddell, RAaMc—a daughter. 
MARRIAGES 
HOLUNGS—GREENAWAY.—On Dec. 22, at Rodborough, Geoffrey 


Bevan Hollings, MD, major, RAMc, 
Dee. 18, 
MacKeith, surgeon-lieutenant 
Bartrum. 
MASSINGHAM—GOSSELIN.—On Dec. 21, in London, Richard Mas- 
singham, MRCs, to Betty Gosselin. 


DEATHS 


to Joy Greenaway, WRNS. 
in London, Ronald Charles 
RNVR, to Elizabeth Mary 


ANDREWs.—On Dec, 19, at Birkdale, Archibald George Andrews, 
FRCS. 

CLAYTON.—On Dec. 18, John Cecil Clayton, MrRecs, of Burley. 
Hants, formerly of Cricklade and London. 

GostwycK.—On Dec. 20, at Amersham, Bucks, Cecil Hubert 
Gostwyck Gostwyck, MB EDIN., FROP, DPM. 

Hount.—On Dec. 23, at Haslemere, Surrey, Arthur Henry William 
Hunt, MBE, MRCS, aged 77. 

JacKson.—On Dec. 19, at Mayfield, Sussex, Mark Jackson, MD RUI, 
formerly of Barnstaple and Purley, aged 88. . 
KENNisH.—On Dec. 25, at Great Missenden, Thomas Looney 

Kennish, MD EDILN., formerly of Winslow, Bucks. 

Marr.—On Dec. 17, at Falmouth, Colin Forbes Marr, MB ABERD., 
lieut-colonel IMs retd., aged 65. 

McLouGHLiIn.—On Dec. 27, George Somers McLoughlin, cme, 
DSO, MB DURH., major-general AMS retd., formerly of Goudhburst, 
Kent, aged 76 years. 

Ornam.—On Dec. 19, Evelyn Henry Bardens Oram, MB LOND., 
FRes, of Blackheath. 

Purpes.—On Dec, 18, at Richmond, Surrey, Edgar Vivian Ayre 
Phipps, MRCS, lieut-colonel late RAMC, aged 86. 

PooLeEY.—On Dec. 20, at Bowness on Windermere, William Pooley, 
FRcSI, formerly of Rochdale and Chew Magna, Somerset, aged 


WAINWRIGHT.—On Dec. 22, at Gerrards Cross, Lennox Wainwright, 
MD BRUX., MRCS, formerly of Folkestone and Harley Street, 
W.1, aged 80. 

WELHAM.—On Dee. 24, in London, George Sydney Welham, MRcs. 

WHAITE.—On Dee. 15, at Northwood, Thomas du Bedat Whaite, 
CB, CMG, MB DUBL,, colonel late RAMC, aged 81. 

WILLIAMS-FREEMAN.—On Dec. 20, at Thraxton, near Andover, 
John Peere Williams- Freeman, MD DURH., JP., aged 85. 
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@ The prompt cry of the newborn 
is a welcome sound in the delivery 
room. Equally satisfying to the 
obstetrician is knowledge that 
labour has progressed normally 
and that memory of its disagree- 
able features has been erased from 
the mind of the mother. 

‘ Seconal’ brand sodium propyl-methyl-carbiny] allyl barbiturate 
produces amnesia in a high percentage of patients in labour without 
contributing to the problem of infant resuscitation. ‘Seconal’ 
may be administered orally or the capsule may be punctured and 


inserted into the rectum. 


ELI LILLY AND COMPANY LIMITED 
BASINGSTOKE and LONDON 
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Cork-Mouth, 
Photograph of 
actual package 


of Cork-mouth 


bottles with 
cover 
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White 
Enamelied 
Metal-Screw-Cap 
Photograph of 
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screw-cap bottles 
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reniov 


WASHEDAND STERILIZED 
| —READY FOR USE— 
a THE IDEAL 

DISPENSING BOTTLE 
IN ANY EMERGENCY 


Gass BoTTLe 


MANUFACTURERS LTD 


The Largest Manufacturers of Glass Bottles 
in Europe 


8 LEICESTER STREET, W.C,2 


Telephone: GERard 8611 (10 lines) 
Telegrams : Ungiaboman, Lesquare, London 
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THE WAR- WORKER 


Environmental and occupational changes, in 
many cases, result in menstrual difficulty. 
The milder forms of primary dysmenorrhea 
respond well to treatment with sedatives 
and analgesics of a salicylate nature. 

Of these, ‘ Anadin,’ a_ finely - balanced 
compound of aspirin, phenacetin and caffeine, 
is especially well suited to the alleviation 
of both uterine pain and cephalalgia. 

The knowledge that this product is not habit-forming ensures 
absolute confidence during prolonged administration, should 
this be necessary. 


ANADIN LIMITED 12 CHENICS STREET LONDON 4 w.c. 


When Painful Joints 
and Muscles 
CLAMOUR FOR RELIEF 


In lumbago, the chronic rheumatoid conditions and influenza, 
the local systemic analgesic influence and the decongestive 
action of Bengué’s Balsam provide dependable subjective 
relief. Painful muscles relax and assume a more normal 
tonus, the discomfort of aching joints is lessened and their 
mobility improved. 

By virtue of its contained menthol, and methy] salicylate 
in a lanoline base, Bengué’s Balsam exerts analgesic influence 
through both local and systemic action. Locally it provides 


MYALGIA 


active hyperemia and anodyne action. RHEUMATOID 
Systemically, by the absorption of methyl salicylate, CONDITIONS 

Bengué’s Balsam overcomes joint and muscle pains through 

central influence without inducing the gastric upset which ° 


so often follows the oral administration of salicylates. 


A clinical trial will as convincing. LUMBAGO 


B E N © U E’S BA LSAM INFLUENZA 


A generous free sample will be sent on request 


BENGUE & CO. LTD., MOUNT PLEASANT, ALPERTON, WEMBLEY, MDX. 
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PLarasympathetie Stimulant 


MORYL 


TRADE MARK 
CARBAMINOYLCHOLINE CHLORIDE M RY. 


A powerful stimulant of the parasympathetic 
nervous system, chemically related to acetyl- 
choline, but more active and more stable. 
Indicated more especially in post-operative 
intestinal stasis and urinary retention. ‘‘Moryl”’ 
is also useful in eclampsia and pre-eclamptic 
conditions, hypertonia, paroxysmal tachycardia, 
anxiety neurosis, ozena and glaucoma. 


Hypnotic — Sedative 


TETRONOX 


TRADE MARK BRAND 


TABLETS 


Enhanced power of barbitone through careful combination with other drugs—re- 
duced toxicity ; no cumulative action or injurious effects on circulation, respiration 
or gastro-intestinal tract. ‘* Tetronox’’ has a wide field of indications in psychiatry 
and is furthermore of value in menstrual discomforts, post-operative and post-partum 
sedation, occupational insomnia, premature waking, delirium tremens, etc. 


Further information and samples on request 


SAVORY & MOORE LTD., 61 WELBECK ST., LONDON, W.1 


BRAND 


ESTABLISHED 1900 


(C.10) @ 


Useful tempting, in cases where; 
=—Ssébiscuits may betaken- 


DIGESTIVE BISCUITS 


| MADE FROM DAIRY-FRESH BUTTER AND WHOLESOME BRITISH WHEAT 
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In conjunction wth A. de ST. DALMAS & CO. LTD 


Manufactured by SOUTHALLS (BIRMINGHAM) LTD., CHARFORD MILLS, SALTLEY, BIRMINGHAM, 8 
, Manufacturing Chemists, JUNIOR STREET, LEICESTER. 


WORKING HAND-IN-GLOVE 


A useful tonic adjunct to the meagre diet of the invalid 
or convalescent is provided by ‘ Supavite.’ It contains 
vitamins A, 3B, BG), C, D and E in standardised 
doses, plus iron in easily assimilable form Ao aid the 
formation of blood corpuscles rich in hemoglobin, calcium 
beneficial to bones and teeth and phosphorus for nutrition 
of the nervous system. Besides their respective thera- 
peutic values, these minerals help the organism to derive 
full benefit from the vitamins. ‘ Supavite’ will simplify 
many dietary problems, the balanced ration of vital food 
factors being markedly beneficial to the feeble patient. 


‘SUPAVITE’ is indicated in the treatment of NERVOUS 
INSTABILITY, LASSITUDE, Loss of MENTAL and 
PHYSICAL ENERGY and general asthenic conditions. 


SUPAVITE 


CAPSULES 
VITAMINS AB, Bs(G)CDE 
with Iron Calcium and osphorous 


THE ANGIER CHEMICAL CO. LTD., 86 Clerkenwell Road, London, E.C.1 


THE 


MEDICAL SICKNESS 


SOCIETY 


Again declares a Bonus on 
SICKNESS & ACCIDENT POLICIES 


EX-GRATIA PAYMENTS 
FOR WAR CLAIMS 


COVER FOR SERVICE 
MEMBERS IN THE U.K. 


LIFE ASSURANCE 


on most Favourable Terms 


Write for full particulars to : 


THE MEDICAL SICKNESS, ANNUITY 
AND LIFE ASSURANCE SOCIETY, LTD. 
“*Salcombe,’’ Bushey Heath, Herts 
Telephone Number: Bushey Heath 1502 
(Head Office: ‘‘Highfield,”” Chesterton, Cirencester, Glos) 
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For DEAFNESS 


DOCTORS RECOMMEND 


‘ARDENTE’ 


because— 


there is a very wide range of types from non-electrical 
to the very latest midget-valve types to ensure suitable 
fitting after Aurameter Test and an organisation 
which, in spite of the war, is still able to offer an 
adequate after-fitting service in all parts of the country 


Mr. R. H. DENT, M.Inst.P.I., ARDENTE Ltd. 
309 OXFORD STREET, LONDON, W.! 
Phones : MAYfair 1380-1718-0947 


Birmingham, Bristol, Edinburgh, Gl w, 
Leeds, ter, Newcastle — 


non-irritant Toilet Pre- 
parations specially for 
prescription in Allergic 
Cases 


Leaders of the profession have found these 
of great use as an alternative to beauty 
preparations and cosmetics suspected of 
iving rise to allergic symp 

ree of Orris in any of its forms or other 
irritants. 

Small supplies of “‘QUEEN”’ 
Skin Soap are now available—/ /3 tablet. 
BOUTALLS _ 150, Southampton Row, 
London, W.C.1 


BROOKS Rupture Appliances 


are NOT sold in stores in Great Britain 


because Brooks know that completely satisfactory results can 
be only achieved by individual fittings—thus ensuring adequate 
support with a maximum of comfort. When writing for details 
please enclose 2d. stamp to conform with Government regulations. 


BROOKS Appliance Co., Ltd- 
527Z) 80, Chancery Lane, LONDON, W.C.2 


( 
(527Z) Hilton Chambers, iteon St., Stevenson Sq., Manchester, |. 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester. . Fully equipped for the treatment 
of all forms of Tuberculosis. 


Terms: 5} to 94 guineas per week, inclusive. 


Full from SUPERINTENDENT, COTSWOLD 
SANATORIUM, CRANHAM, GLOUCESTER 


81 Telegrams: “ Hoffman Birdlip"’ 


LARGE DEPARTMENT FOR MEDICAL BOOKS 


TO THE WORLD 


BOOKS ON ALL SUBJECTS BOOKS BOUGHT 
119-125 Charing Cross Road, London, W.C.2 


Open 9 a.m.—4 p.m., including Saturday Tel.: GERrard 5660 (16 lines) 


“CITY OF LONDON MENTAL HOSPITAL 


Near DARTFORD, KENT 


Ladies and Gentlemen received for treatment 
under certificates, and without certificates as either 
VOLUNTARY or TEMPORARY PATIENTS, 


at a weekly fee of £2 9s., and upwards 


MICROSCOPE 
OUTFITS WANTED 


Highest prices paid. Let us know r 
requirements if you wish to EXCHANGE as 
we may be able to help you. 


DOLLONDS (L) (Estd. 1750) 
428, STRAND, LONDON, W.C,2 
Tel.: TEMple Bar 3775 


SPRINGFIELD HOUSE 


*Phone: BEDFORD 3417. Near BEDFORD 
For Mental Cases with or without Certificates. 


Ordinary Terms: Five Guineas i. oe week (including Separate 
Bedrooms for ali suitabl t extra charge). 


For forms of —,, &e., a to the Resident Physician, 
CrEpDRIO W. Bow 


et IN LONDON BY APPOINTMENT. 


appointment. Tel. No. 8 Formby. 


SHAFTESBURY HOUSE Nr. LIVERPOOL 


ially built and licensed for the care and treatment of a limited number of Ladies and Gentlemen suffering from 
RVOUS and MENTAL breakdown. Voluntary and certified patients received. Ladies also admitted as Temporary 
Patients without certification. Terms moderate. Apply, RESIDENT PHYSICIAN, who may be seen in Liverpool, by 


FORMBY-BY-THE-SEA 


PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 


Telegrams : “‘Alleviated, London” 


Telephone : Rodney 2641-2642 


A Private Mental Hospital, for Ladies and Gentlemen suffering from Nervous and. Mental Illness, where the 
amenities of a comfortable home are combined with full investigation and every well-ostablished modern treatment. 


Terms from 34 guineas weekly. 


Illustrated Prospectus may be obtained from the Physician Superintendent, 


Disorders, 
buildings according to their me 


HAYDOCK LODGE, 
NEWTON-LE-WILLOWS, LANCASHIRE. 


For the pocapticn: and treatment of PRIVATE PATIENTS of both sexes of the UPPER AND MIDDLE CLASSES suffering from Mental and Nervous 
Icoholism and — a, either voluntarily, temporarily, or under certificate. Patients are classified in separate 

I condition. Situated in park and 

in which patients are encouraged to occupy themselves. Every facility fo for indoor and outdoor recreation. For terms, o seomper, ote 

apply MEDICAL SUPERINTENDENT. Telephone: Ashton-in-Makerfeld 7311. Telerraphic Address; Wootton, Ashton-in-Make 


grounds of 400 acres. Self-supported by its own farm and — 


COURT HALL, KENTON, near EXETER 


POR THE TREATMENT OF EIGHT LADIES, VOLUNTARY, TEMPORARY AND CERTIFIED PATIENTS 


CLIFFDEN, 


FOR EARLY AND CONVALESCENT CASES 


TEIGNMOUTH 


Recreational Therapies are heid skilled Leaders 


The house mete high with spacious balconies and ee — of the South Devon Coast. Beautiful garden. Own Dairy in 25 acres. Private road to beach 


also a charming house, EBWORTHY, M 
24 


NATON, situated 20 acres, 1100 ft. up for bracin. 
Resident SERTHIA M. MULES, M.D., B.S. ANNE S. MULES, M.R. C.S., R.C.P. 


id alr 
259 and'T IGNMOUTH 289 


“| | 
| 
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THE RETREAT, YORK 


This Hospital of 200 beds, administered by a Committee Por information end 
of the Society of Friends, combines what is best in the 
investigation and treatment of nervous illness with a 
sympathetic and friendly ‘atmosphere. Last year 166 
patients were admitted, of whom 138 were voluntary cases. 


The Pioneer Hospital, 
admission 


terms of 
apply to := 
The Physician 
Superintendent, 
| ARTHUR POOL, 
Much curative work is accomplished in our mental (Telephone: York 3612) 
hospitals to-day and the recovery rate compares very | 


favourably with that of our general hospitals. 


opened 1796, for the 
-humane treatment of 
those suffering from 
Nervous and Mental 
Disorder 


THE MAUDSLEY HOSPITAL, Denmark Hill, S.E.5 


(LONDON COUNTY COUNCIL) 


A CLINIC for Neurosis and Early Psychosis of Good Prognosis providing facilities for out-patient treatment only. Cases seen from 10 A.M. to 12 Noon 
from Monday to Friday inclusive. Patients seen by appointment, which can be arranged by the Social Worker, Maudsley Hospital (Telephone : RODney 
3841). Clinics for children held at Maudsley Hospital at 10 A.M. on Mondays and Fridays. 

Out-patient Clinics for adults held also at St. Charles’ Hospital, St. Charles’ Square, Ladbroke Grove, W.10, on Wednesdays at 10 a.m, in winter 
and 2 p.m. in summer, and on Fridays at 10 a.m. (throughout, the year); at St. Mary (Islington) Hospital, Highgate Hill, N.19; on Tuesdays and Fridays 


at 2 p.m.; and at Mile End Hospital, Bancroft Road, E.1, on Thursdays at 10 a.m, and 2 P.M. 


Attendance at the Children’s Clinics at Maudsley Hospital, and at the Clinics at St. Charles’, St. Mary (Islington) 
appointment with the Psychiatric Social Worker at Mill Hill E. Hospital, N.w.7. Hours of attendance subject to alteration. 


CAMBERWELL HOUSE, 33, Peckham Road, London, S S.E.5 
Sg Le FOR THE TREATMENT OF MENTAL DISORDERS 

Completely detached Villas for mild cases. Voluntary Patients received. bie acres of grounds ; own garden produce. Hard and grass 

tennis courts, putting greens, Recreation Hall with Badminton loor amusements. Occupational therapy, Cakathonics, 


Actino-therapy. prolonged immers immersion baths, shock "and also nedihed insulin treatment. Chapel. 


Dr. HUB Prospect fees, hich strietly 


valescent Branch is HOVE VILLA, BRIGHTON is 200 ft. above sea-level 
Telephone: 


THE OLD MANOR, SALISBURY 3216 & 3217 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 
Extensive grounds. Detached Villas. Chapel. Garden Produce from own gardens. Terms very moderate. 
CONVALESCENT HOME AT BOURNEMOUTH 
eunding in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. 


Home by arrangement. 
Uluctrared Brochure on application to the Medical Superintendent. The Old Manor. Salisbury. 


CHEADLE ROYAL RE 


A Registered Hos 7 for MENTAL DISEASES, and its 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales 


and Mile End Hospitals by 


‘Unes) 


Patients or Boarders may visit the 


THe object of this Hospital is to provide the most efficient 

means for the treatment and care of PATIENTS of 

BOTH SEXES suffering from MENTAL and NERVOUS 

DISEASES. The Hospital Is governed by a Committee 

appointed by the Taste of the Manchester Royal infirmary. 

VOLUNTARY, oy CERTHIED PATIENTS 
IV! 


Telephone : GATLEY 223! 


For Terms and further information apply to the MEDICAL SUPERINTENDENT 


VALE ROYAL ABBEY 


ROYAL EARLSWOOD INSTITUTION 


REDHILL, SURREY 


For MENTAL DEFECTIVES of all ages 


Training under medical supervision. Schools, Farm, 
Trade Workshops, Recreations. Fees £125 to £375 p.a. 
Election by votes of subscribers at reduced terms for 


The New Cheshire Home of 
MUNDESLEY SANATORIUM 


This modernized mansion is situated in its own 


: traina cases beautiful grounds in the heart of Cheshire. Terms 
A T from 6} to 10} guineas weekly. Tel.: Winsford 
344. 3336. Station: Hartford. Postal Address: Vale 
THE eee HOMES FOR EPILEPTICS (Inc.) Royal Abbey, Hartford, Cheshire. 


HULL, Near LIVERPOOL 
Open Air Recreation for Patients, Farming, Gardening, Foot- 
bali, Cricket, Tennis, Bowls, etc. School ewe by Board of Education. 
FEES—Ist Class (men only).. . from £3 per week 


and Surgical 
VERE PEARSON, M.D. (Cantab.), 


supported by— GEORGE DAY, M.D. (Cantab.) 
Public Assistance Committees . — eo 


For farther particulars 
_ EDGAR GRISEWOOD, A.C.A.. 20, LIVERPOOL, 8, 


MALLING PLACE, KENT 
For LADIES and GENTLEMEN of Unsound Mind. 


Terms moderate. Apply to Resident Medical Superintendent. 
Telegrams: ADAM WEST Telephone No.3: MaLLina. 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All forms of 

treatment available. Fees from 4 gns. per week upwards according to 

requirements. Vacancies occasionally exist at reduced fees on the 
recommendation of the patient's own physician. 

Apply to Dr. j. A. SMALL. Telephone: Norwich 20080 
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ST. ANDREW’S HOSPITAL Ane 
NORTHAMPTON 


PRESIDENT: THE MosT Hon, THE MARQUESS OF EXETER, K.G., O.M.G., A.D.O. 


MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.O.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent — attacks of mental trouble ; temporary patients, and certified patients 
ef both sexes are received for treatment. Careful clinical, bio-chemical, bacteriological, and pathological examinations. Private 
yg Aye with —— nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 
can 

WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Menta! and Nervous Disorders by the most modern methods ; 

insulin treatment is available for suitable cases. It contains apoce departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vi nn Scotch Douche, Electrical baths, Plombieres treatment, 
etc. There is an Operating Theatre, a Dental Surgery,’ an Room, an Ultra-violet Apparatus, ‘and a Department for 
Diathermy and High-frequency treatment. It also contains Taiecateses for bio-chemical, bacteriological, and pathological 
research. Psychotherapeutio treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients =r visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 
At allthe branches of the Hospital there are cricket grounds, football and hockey aot, lawn tennis courts ( 


and hard 
courts), croquet unds, golf courses, and aia greens. Ladies and gentlemen ve their own gardens, and f ‘acilities are 
provided oy handicrafts, such as carpentry, e 


For terms and further particulars apply to oa es Medica) Superintendent (TELEPHONB : No. 2356 and 2357 Northampton), who 
ean be seen in London by appointment. 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 


There is a steel and concrete Air Raid Shelter with heating and a lift to all floors 


Inclusive charges Apply SECRETARY Telephone: Ruthin 66 
FENSTANTON Ghaton'st Gics Becks || CRICHTON ROYAL, DUMFRIES 
A Private Home for the Care and Treatment of a limited number FOR NERVOUS AND MENTAL DISORDERS 
of LADIES with Mental and Nervous Disorders. Certified, Volun- 
tary, and Temporary Patients received. Mansion with 12 acres of Cases of Alcoholism and Drug Addiction are admitted. 
ound, (See Medical Directory, p. 2441.) Apply Resident Physician. Every facility for individual treatment on the most mode 
elephone: Little Chalfont 2046. Station: Chalfont and Latimer. mov z .. the Hospital is well endowed, terms are exceptionally 
CHISWICK HOUSE iedical Certificates given anywhere in the British Isles are 
walla for admission of patients. 
PINNER, MIDDLESEX, Physician Superintendent: P. K. J.P. 
Telephone: PINNER 234. F.R.OP., D.P.M., Barrister-at-Law. ‘Tel. Dumfries 111 
THE “LONDON HOMCOPATHIC ‘HOSPITAL 
A Private Hospital for the Treatment and Care of Mental and (Incorporated by Royal Charter), 
Nervous Illnesses in both Sexes. Great Ormond-street and Queen-square, W.C.1. 
A modern country house, 12 miles from Marble Arch, in COURSES OF LECTURES ON HOM@®OPATHY 
attractive and secluded surroundings. Fees from 10 guineas for Medical Practitioners and Senior Students of Medicine. 
ad week inclusive. Cases under Certificate, Voluntary and WINTER SESSION, 1944. 
‘emporary Patients received for treatment. “ 


DOUGLAS MACAULAY, M.D., D.P.M. HONYMAN GILLESPIE LECTURESHIP. 


Lecturers : 


UNIVERSITY EXAMINATION CHARLES E. WHEELER, M.D. B.S., B.Sc. Lond. 


On ones and Thursdays at 1.45 P.M., beginning on 
6th January and terminating on 13th March, 1944. 
POSTAL INSTITUTION ARTHUR D. C. MACGOWAN, M.B., Ch.B. Glasg. 
On Fridays at 2.30 P.M., beginning on 7th January and 
17, RED LION neenage LONDON, W.C.1 terminating on 10th March, 1944. 
Over 50 years ae Synopsis of the Course : 


The full course of these Lectures will be devoted to the 
POSTAL COACHING FOR ALL Systematic Teaching ot Homceopathic Materia Medica, Thera- 
peuties, and Clinical Medicine 

MEDICAL EXAMINATIONS Full Syllabus may be obtained on application to the Secretary 

t the H ital 

at the Hospital. 

MEDICAL PROSPECTUS (36 pages) L.M.S.S.A 

FINAL EXAMINATION : ScRGERY, February 14th, March 
13th, April llth, 1944; Mepicinre, PATHOLOGY, February 2\Ist, 
. UNIVERSITY OF MANCHESTER. March 20th, April 17th, 1944; Mipwirery, February 22nd, 
EXTRA-MURAL DEPARTMENT—SESSION 1943-44 March 2ist, April 18th, 1944; MasTerRY oF MIDWIFERY 


EXAMINATIONS, May and November. 


. HEALTH IN THE FACTORY. For regulations apply I _ GISTRAR, Apothecaries’ Hall, Black 
Week-end Course for Medical Practitioners on Factory Friars-lane, London, E.C 
Medical Services and Industrial Diseases. (Arranged in = 


coéperation with the Association of Industrial Medical Officers.) | NATIONAL HOSPITAL, ‘Queen-equare, W.C.1. A series of n 


turday and Sunday, 29th and 30th January. Clinical Demonstrations will be given at the above Hospital on 
In the Medical School, the University. Saturdays at 10.30 a.M., commencing Saturday, 8th January, 
Fee: 1 Guinea 1944. he Demonstrations will be open free to Medical 
Further rticulars can be obtained from the Director of Graduates and Senior Undergraduates. 
Extra-Mural Studies, The University, Manchester, 13 J. PURDON MARTIN, Dean of the Medical School. 
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MILLER GENERAL HOSPITAL, Greenwich High-road, S.E.10. 
Applications are invited from registered medical practitioners, 
Male, for the resident appointment _of FRACTURE OFFICER (B1) 
for Out-patient Fracture Clinic. Preference will be given to 
candidates who have had previous experience in dealing with 
fractures. Salary at the rate of £250 p.a., with the usual resi- 
dential emoluments. Duties to commence as soon as possible. 
Suitably qualified R practitioners bolding B2 appointments, 
pe’ those now holding Bl and rejected by the R.A.M.C., may 
apply. 

Applications, giving full particulars, together with copies of 
3 recent testimonials, to be sent as soon as possible to— 

lith December, 1943. L. G. Barn, Assistant Secretary. 
THE PRINCE OF WALES’S GENERAL HOSPITAL, London, N.I5. 
Applications are invited from registered medical practitioners 
for the following appointments :— 

SENIOR HOUSE SURGEON (Bl), vacant 17th February, 1944 
Applicants should have held house appointments and had 
surgical experience. Salary is at the rate of £200 p.a., with 
full residential emoluments. Suitably qualified R and W prac- 
titioners holding B2 appointments, also R practitioners holding 
B1 and rejected by the R.A.M.C., may apply. 

SENIOR HOUSE PHYSICIAN (B2), vacant Ist February, 1944. 
The salary is at the rate of £150 p.a., with full residential 
emoluments. R and W practitioners who now hold A posts 
may also apply, when appointment will be limited to 6 months. 

CASUALTY OFFICER (A), vacant 16th February, 1944. Salary 
at the rate of £120 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the Nationa! Service Acts may apply, when appointment will 
be for a period of 6 months. J.C. BURDETT, 

16th November, 1943 Director and House Governor. _ 
MIDDLESEX COUNTY COUNCIL. Psychiatrist (part-time) 
required at Twickenham Child Guidance Clinic. Registered 
medical practitioners with special experience in child guidance. 
4—6 sessions weekly at a fee of £2 12s. 6d. per session of 24 hours. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 2 persons for reference, to the under- 
signed by 14th January, 1944, 
liable for National service. 

C. W. RabcuiFFE, “ B3,”’ Clerk of the County Council. 

Middlesex Guildhall, Westminster, S.W.1. 

MIDDLESEX COUNTY COUNCIL. Two Casualty Officers 
(one B1 vacant 1st February, 1944, and one B2 vacant 5th March, 
1944) (resident) required at Central Middlesex County Hospital, 
Park Royal, N.W.10. Applications invited from registered 
medical practitioners preferably who have held previous hospital 
appointments. (Bl post: R and W practitioners holding B2 
Posts eligible ; R practitioners holding B1 posts ineligible unless 
rejected by R.A.M.C. B2 post: R and W practitioners holding A 
pote may apply.) Salary, £350 p.a., plus cost-of-living bonus. 

soard, lodging, and laundry. Whole-time duties, such as Coun- 
cil may direct, under supervision of Medical Director. Appoint- 
ments, subject to medical examination and 1 month’s notice, are 
primarily for 6 months hut may be extended for further 6 months 
(except in case of R and W candidates for B2 post). 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more than 
3 recent testimonials, to the Medical Director, ‘‘ B3,” of Hospital. 
Application forms not provided. Closing date 8th January, 
1944. C. W. RapcuiFFeE, Clerk of the County Council. 
__ Middlesex Guildhall, Westminster, S.W.1. poe 
MIDDLESEX COUNTY COUNCIL. Resident Assistant Medical 
OFFICER (B1) required at Redhill County Hospital, Edgware, 
Middlesex.. Applications invited from registered medical 
practitioners (including R and W practitioners holding B2 posts) 
with considerable obstetric experience. R practitioners now 
holding B1 posts ineligible unless rejected by R.A.M.C. Salary 
£400 by £25 to £475 p.a., plus cost-of-living bonus. Board, 
lodging, and laundry. Whole-time obstetric duties and such 
other duties as Conncil may direct under supervision of Medical 
Director and Obstetric Surgeons. Appointment is for 4 years 
only, subject to medical examination and 1 month’s notice. 
Post vacant Ist March, 1944. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, and enclosing copies of not more 
than 3 recent testimonials, to the undersigned. Application 
forms not provided. Closing date 8th January, 1944. 

}. W. Rapourre, “ B3,” Clerk of the County Council. 

Middlesex Guildhall, Westminster, S.W.1 

sident ssistant 
ANESTHETIST (B2) required at Central Middlesex County Hos- 
pital, Park Royal, N.W.10. Applications invited from registered 
medical practitioners, including R and W practitioners now 
holding A posts, preferably mt ny Sal held hospital appointments 
and had anesthetic experience. Salary £350 p.a., plus cost- 
of-living bonus. Board, lodging, and laundry. Whole-time 
duties, such as Council may direct, under supervision of Medical 
Director. Appointment, subject to medical examination and 
1 month’s notice, is for 6 months, but may be extended for a 
further 6 months (except in case of R and W practitioners). 
Post now vacant. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, and enclosing copies of not more 
than 3 recent testimonials, to the Medical Director, “ B.3,’’ of 
Hospital. Application forms not provided. Closing date &th Janu- 
ary, 1944. ©. W. RaDcuiFFE, Clerk of the County Council. 

_ Middlesex Guildhall, Westminster, S.W.1. 
THE MIDDLESEX HOSPITAL, W.I. Vacancies are hereby 
declared for 2 additional HONORARY RADIOLOGISTS (Diag- 
nostic) to the Hospital. ference will be given to candidates 
holding higher qualifications. The duties of any successful 
candidate at present serving with H.M. Forces will commence 
as soon as he is available. 

Applications must reach the Secretary-Superintendent by 
1st June, 1944. 


Applicants should not be . 


ROYAL NATIONAL ORTHOPADIC HOSPITAL, 234, Great 
Portland-street, W.1. Applications are invited from registered 
medical practitioners (Male) for the appointment of RESIDENT 
HOUSE SURGEON (B2). The salary is at the rate of £200 p.a., 
with full residentialemoluments. R practitioners holding A posts 
may also apply, when appointment will be limited to 6 months 
commencing Ist January or as soon as possible. Applications are 
also invited from B2 practitioners ineligible for military service. 

Applications should reach the Secretary not later than 

7th January. 
ROYAL WATERLOO HOSPITAL FOR CHILDREN & WOMEN, 
WATERLOO-ROAD,  8.E.1. Applications are invited from 
registered, medical practitioners (Female) for the appoint- 
ment of RESIDENT HOUSE SURGEON (A), now vacant. 
Salary is at the rate of £150 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may also apply, 
when appdintment will be for 6 months. 

Applications, stating age, qualifications with dates, should 
be sent to the undersigned and accompanied by copies of 3 
recent testimonials. . TEASDALE, Secretary. 
BATTERSEA GENERAL HOSPITAL, London, S.W.1!!. Applications 
for the appointment of HOUSE PHYSICIAN (A) are invited from 
registered medical practitioners, Male and Female, including 
practitioners within 3 months of qualification and liable 
under the National Service Acts, when appointment will 
be for a period of 6 months. The salary is at the rate of £140 
p.a., with full residential emoluments 

Applications, stating age, nationality, and qualifications, and 
accompanied by 2 recent testimonials, should be sent to the 
Secretary of the Hospital as soon as possible N 
KING EDWARD MEMORIAL HOSPITAL, Ealing. Applications 
are invited from registered medical practitioners for the 
6 months’ appointments of :— 

CASUALTY OFFICER AND DEPUTY RESIDENT SURGICAL OFFICER 
(B2), vacant immediately. Salary at the rate of £225 p.a., with 
full residential emoluments. R and W practitioners who now 
hold A posts may apply. 

CASUALTY OFFICER AND HOUSE SURGEON (A) (Orthopedics, 
&ec.), vacant shortly. Salary at the rate of £150 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply. 

Applications, stating age, nationality, qualifications with 
dates, and accompanied = copies of 2 recent testimonials, 
should be sent immediately to— 

R. A. MICKELWRIGHT, House Governor. 

HOSPITAL FOR CONSUMPTION AND DISEASES OF THE 
CHEST, Brompton, 8.W.3. The Committee of Management 
invite applications from registered medical practitioners (Male 
and Female) for the appointment of TEMPORARY MEDICAL 
REGISTRAR (B1). Salary £300 p.a, Candidates must hold the 
M.R.C.P. diploma or the M.B. of a university. Particulars as 
to duties, &c., may be obtained from the Secretary. 

Applications not later than Saturday, 15th January, 1944. 

Brompton, December, 1943 KF. G. Rouvray, Secretary. 
HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill, N.W.3. 
Applications are invited from registered medical practitioners, 
Male and Female, for the appeintment of CASUALTY MEDICAL 
OFFICER (B2) at outpatient department, Camden Town, N.W.1. 
Salary £100 p.a., plus allowance at £50 for duties in connection 
with first-aid post established there. Tenable for six months. 

Practitioners within 3 months of qualification and liable under 
National Service Acts may apply, when appointment will be 
temporarily down-graded to (A). Practitioners now holding 
A posts (Males must be rejected by the R.A.M.C.) may also 
apply. 

Applications on the prescribed form, with copies of 3 testi- 
monials, to be returned not later than the 20th January. 

KENNETH A. F. MILES, House Governor. _ 
THE HOSPITAL FOR WOMEN, Soho Square, W.!. The 
committee invites applications for 2 posts of TEMPORARY REGIS- 
TRAR. Candidates must be Fellows of one of the Royal Colleges 
of Surgeons of the United Kingdom or possess the diploma of 
M.R.C.0.G. The posts are for war-time and terminable at a date 
to be deeided by the committee. Each registrar will be required 
to undertake a weekly outpatient clinic (Thursday or Friday 
afternoon), will have charge of beds and be required to do 
operations. 

Applications, accompanied by testimonials, must reach the 
undersigned, from whom further information can be obtained, 
not later than 15th January. 

C. Emery, Acting Secretary. 

DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, S.E.10. 
The Committee of Management of the Seamen’s Hospital Society 
invite applications for the appointment of VISITING SURGEON 
with charge of out-patients. The elected candidate will have 
beds allotted to him and will be appointed for 12 months, but 
will be eligible for re-election. Candidates must be Fellows of 
the Royal College of Surgeons of England, or Masters in Surgery 
of a university in the United Kingdom 

Applications to be sent in on or before Monday, the 17th 
January, 1944, to the undersigned, from whom further par- 
ticulars can be obtained. F. A. Lyon, Secretary. 


UNIVERSITY COLLEGE HOSPITAL. Applications are invited 
from registered medical practitioners for the appointment of 
JUNIOR SURGICAL OFFICER (B1) at University College Hospital 
for a period of 1 year from the 16th January, 1944, at £350 
p.a., resident. Applicants should have held house appoint- 
ments and had surgical experience. Suitably qualified R and W 
practitioners holding B2 appointments, also R practitioners 
holding B1 and rejected by the R.A.M.C. may apply. 


Applications, with copies of 3 testimonials, to the Secretary, 
University College Hospital, Gower-street, W.C.1, not later than 
the 12th January, 1944. 
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UNIVERSITY OF LONDON. The Senate invite applications for 
the UNIVERSITY CHAIR OF ANATOMY tenable at St. Mary’s Hos- 
pital Medical School (salary £1300). Applications (10 copies) 
must be received not later than first post on Monday, 20th 
March, 1944, by the Academic Registrar, University of London, 
c/o Richmond College, Richmond, Surrey, from whom further 
particulars should be obtained 

LONDON JEWISH HOSPITAL, Stepney Green, E.C.1. (E.M.S.— 
sector If.) Applications are invited from registered medical 
practitioners, Male and Female, for the appointment of RESIDENT 
HOUSE OFFICER (A) (combined duties of House Physician, House 
Surgeon, and Casualty Officer), now vacant Salary is at the 
rate of £150 p.a., with full residentialemoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may also apply, when appointment will be for a 
period of 6 months ; otherwise for at least 6 months. 

Apply: The Secretary 

SURREY COUNTY COUNCIL. Public Health Department. 
ST. HELIER COUNTY HOSPITAL, CARSHALTON. (862 Beds.) Appli- 
cations are invited from registered medical practitioners, Male 
and Female, for the appointment of RESIDENT ASSISTANT 
MEDICAL OFFICER (B1) to the Obstetric and Gyneecological 
Department of the Hospital (98 Beds). Candidates should 
preferably have held an obstetric house appointment in addition 
to general medical and surgical postgraduate experience. The 
appointment will be available, subject to 1 month’s notice on 
either side, for the further duration of the war. Salary is at 
the rate of £350 p.a., plus full residential emoluments. Suitably 
qualified R and W practitioners holding B2 appointments, also R 
practitioners holding B1 and rejected by the R A.M.C., may apply. 
veal’? to the Medical Superintendent by the 17th January, 


TORBAY HOSPITAL, Torquay. (Beds 223.) Applicati are invi 
from registered medical practitioners, Male and Female, for 
immediate appointment as HOUSE SURGEON (A). Salary at a 
point on the scale £150-£175, according to experience, with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be for 6 months ; otherwise 
for 6 months renewable at the pleasure of the Committee. 

Applications, with full particulars, to— 

2ist December, 1943. E. L. GRIST, Secretary. 
ROYAL HAMPSHIRE COUNTY HOSPITAL, Winchester. 
(462 Beds.) Applications are invited from registered medical 
practitioners, Men or Women, for the appointment of HOUSE 
SURGEON (A), vacant 12th January, 1944. Salary is at the rate 
of £175 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may also apply, when appointment will be for a 
period of 6 months. 

Applications should be sent to— 7 

D. M. STANBURY, Acting Superintendent and Secretary. _ 

BURTON-ON-TRENT GENERAL INFIRMARY. Applications are 
invited from registered medical practitioners (Male) for the 
appointment of CASUALTY OFFICER AND HOUSE PHYSICIAN (A) 
vacant January. Salary at the rate of £200 p.a., with usual 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be for a period of 6 months. 

Applications to— 

E. W. THORNLEY, Superintendent and Secretary. 

WEST SUSSEX COUNTY MENTAL HOSPITAL, Graylingwell, 
CHICHESTER. Applications are invited from registered medical 
practitioners (Male or Female) for the appointment of TEM- 
PORARY ASSISTANT MEDICAL OFFICER (B2). Previous experience 
in psychiatry is desirable. Salary is at the rate of £400 p.a. 
plus war bonus and full residential emoluments. Specia 
arrangements can be made for a married man. An additional 
£50 is payable for the possession of the D.P.M. R and W prac- 
titioners now holding A posts may apply, when appointment 
will be limited to 6 months. This appointment is terminable 
by Ll month’s notice. 

Applications, giving full particulars and copies of recent 
testimonials, should be sent as soon as possible to the Medical 
Superintendent. 
KENT AND SUSSEX HOSPITAL, Tunbridge Wells. (506 Beds.) 
Immediate applications are invited from registered medica) 
practitioners (Male and for the appointment of 


Female) 
RESIDENT HOUSE PHYSICIAN (B2), vacant as soon as possible 
Salary at the rate of £200 p.a., witb full residential emoluments. 
R and W practitioners holding A posts may also apply, when 
appointment will be limited to 6 months ; otherwise it will be 
for a period of 6 to 12 months. E. A. WAGSTAFF, 

22nd December, 1943. Superintendent-Secretary. 
ROYAL SURREY COUNTY HOSPITAL, Guildford. (341 Beds.) 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT SURGICAL OFFICER (B1), vacant 
Ist February, 1944. Applicants should have held house appoint- 
ments and had surgical experience. Preference will be given to 
candidates holding diploma of F.R.C.S. Salary £275 p.a., with 
full residential emoluments. Suitably qualified R and W prac- 
titioners holding B2 appointments, also R practitioners holding 
Bl and rejected by the R.A.M.C., may apply. 

Applications, stating age, qualifications, experience, and 
nationality, with copies of 3 recent testimonials, must reach the 
Secretary-Superintendent by 10th January, 1944. 


GRIMSBY AND DISTRICT GENERAL HOSPITAL. (237 Beds.) 
Applications are invited from registered medical practitioners, 
Male and Female, for the appointment of RESIDENT CASUALTY 
OFFICER AND HOUSE SURGEON (A), now vacant. Appointment is 
for 6 months. Salary at the rate of £175 p.a., with full resi- 
dentialemoluments. Practitioners within 3 months of qualifica- 
tion and liable under the National Service Acts may apply. 
Applications, stating age, qualifications, nationality, 
copies of 3 recent testimonials, to the Superintendent. 
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HEREFORDSHIRE GENERAL HOSPITAL, Hereford. (210 Beds.) 
Applications are invited from registered medical practitioners 
(Male), including practitioners within 3 months of qualification 
and liable under the National Service Acts, for the appointment 
of HOUSE PHYSICIAN (A). The appointment will be limited to 
6 months. Salary is at the rate of £150 p.a., with full residential 
emoluments 

Applications, stating age, qualifications, and nationality, and 
accompanied by copies of 3 recent testimonials, should be sent 
to: T. W. Upton, Secretary. 7 
ROYAL WEST SUSSEX HOSPITAL, Chichester, Sussex. 
(334 Beds.) Applications are invited from registered medical 
practitioners for the appointment of CASUALTY OFFICER (A) 
Appointment will be for 6 months. Salary £120 p.a., with full 
residential emoluments. The post includes general work. 
Practitioners within 3 months of qualification and liable unde: 
the National Service Acts may apply. 

Applications, stating age, qualifications with dates, and 
nationality, together with copies of 3 recent testimonials, should 
be sent to: K. H. WiILLiIams, Secretary. 


COUNTY COUNCIL OF ESSEX AND CORPORATION 
OF CHINGFORD. Appointment of TEMPORARY ASSISTANT 
COUNTY MEDICAL OFFICER and MEDICAL OFFICER OF HEALTH. 
Applications are invited for the above appointment from 
persons not eligible for military service. 

The minimum commencing salary as Assistant County 
Medical Officer will be at the rate of £400 a year, and the mini- 
mum commencing salary as Medical Officer of Health will be at 
the rate of £400 a year. The total salary of the person ap- 
pointed will rise, subject to satisfactory service, by annual 
increments of £25 to a maximum of £900 a year. An allowance 
at the rate of £78 a year in sespeet of travelling will also be made 
to the successful candidate. he amounts of any inerements in 
salary and the travelling allowance will be shared equally by the 
respective authorities. 

The successful applicant will, in addition to his other duties, 
be required to undertake Civil Defence duties in the Borough of 
Chingford. 

Applicants must be duly qualified medical Men, with experi- 
ag public health duties, and hold a Diploma in Public 

ea 1. 

Applications must be made on the prescribed form, obtainable 
from the Clerk of the County Council, accompanied by copies of 
not more than 3 recent testimonials, which will not be returned, 
and should be delivered at the County Hall, Chelmsford, not 
later than 18th January, 1944. 

JOHN E, LIGHTBURN, Clerk of the County Council. 
GEO. E, MALLEY, Town Clerk. 
__ County Hall, Chelmsford, 23rd December, 1943. 
THE SOUTHPORT EMERGENCY HOSPITAL, Southport, Lancs. 
Applications are invited from registered medical practitioner- 
not liable for military service for the appointment of MEDICAL 
SUPERINTENDENT of this Hospital. The post is limited to the 
duration of the present emergency, and subject to the Emer- 
gency Medical Service Regulations, and is for whole-time service 
at a salary of £1000 p.a., with right to board and residence in 
the Hospital. The successful applicant will require to pass a 
medicalexamination. The Hospital has 700 Beds and is dealing 
with every aspect of hospital work. 

Applications, with full details of qualifications and medical 
and administrative experience, tegether with 2 recent testi- 
monials and any other reference the Fogg oe may care to give, 
should reach the undersigned at the Emergency Hospital. 
Promenade, Southport, not later than 12 NOON on Saturday, the 
15th January, 1944. 

T. HAGUE SutTron, F.S.A.A., Clerk to the Board. 


COUNTY BOROUGH OF HUDDERSFIELD. Appointment of 
ASSISTANT MEDICAL OFFICER OF HEALTH. Applications are 
invited from registered medical practitioners (Ladies) who have 
had special experience in antenatal work, and in the gare of 
infants. Salary £500—£25-£700, initial salary according to 
experience. The doctor appointed will be required to reside in 
the Princess Royal Maternity Home, and a deduction will be 
made from the salary for board, &c. The post will be designated 
under the Local Government Superannuation Act, 1937, and 
the successful candidate will be required to pass a medica! 
examination before being appointed to the position. 

Applications, stating age, full particulars regarding training, 
qualifications, and appointments held since qualification, should - 
be forwarded to the Medical Officer of Health, Public Health 
Department, Huddersfield, along with copies of 2 recent testi- 
nonials, immediately 

Application forms are NoT provided. 

SAMUEL PROCTER, Town Clerk. 
Town Hall, Huddersfield, December, 1943. 


SWANSEA GENERAL AND EYE HOSPITAL. Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of HOUSE SURGEON (A), now vacant 
Salary is at the rate of £150 p.a., with full residential emolu- 
ments. Practitioners within 3 months of qualification and 
liable under the National Service Acts may also apply, when 
appointment will be for a period of 6 months. 
Applications should be forwarded to— 
O. C. HOWELLS, Secretary-Superintendent. 

BOOTLE GENERAL HOSPITAL, Linacre-lane, Bootle, 
LIVERPOOL, 20. Applications are invited from registered medica! 
practitioners, Male and Female, for the appointment of HOUSE 
SURGEON (A), including practitioners within 3 months of quali- 
fication and liable under the National Service Acts, when 
appointment will be for a period of 6 months ; otherwise it will 
be for 6 months with possibility of extension. Salary is at the 
rate of £150 p.a., with full residential emoluments. 
Applications, with copies of recent testimonials, should be 


sent as soon as possible to: <A. J. COOPER, Superintendent 
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GENERAL HOSPITAL, NOTTINGHAM (585 Beds.) Applications 
are invited from registered medical practitioners, Male and 
Female, for the appointment of RESIDENT ANESTHETIST (B1) 
vacant shortly. The salary is at the rate of £300 p.a. with full 
residential emoluments. Suitably qualified R and W practi- 
tioners holding B2 appointments, also R practitioners holding 
Bl and rejected by the R.A.M.C., may apply. 

HENRY M. STANLEY, House Governor and Secretary. _ 
GENERAL HOSPITAL, NOTTINGHAM. Ear, Nose, and Throat 
Department (40 Beds) and large Out-patient Department. 
i ee are invited from registered medical practitioners, 
Male and Female, for the appointment of HOUSE SURGEON (A) 
for the above department. Salary at the rate of £200 r 
annum, with full residential emoluments. Practitioners within 
three months of qualification and liable under the National 
Service Acts may also apply, when appointment will be for a 
period of six months. 

Applications to be addressed to the undersigned, stating age, 
qualifications, experience, &c., together with copies of testi- 
monials. HENRY M. STANLEY, House Governorand Secretary. _ 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) Applications 
areinvited from registered medical practitioners for the following 
appointments :— 

HOUSE SURGEON (A), to commence 24th February, 1944. 
Duties will include those of House Surgeon to the Abnormal 
Maternity Department. Salary at the rate of £187 10s. p.a. 
with full residential emoluments. 

CASUALTY OFFICER (B2), to commence Is. February, 1944. 
Salary at the rate of £200, with full residential] emoluments. 
R and W practitioners who now hold A posts may apply, when 
appointment will be limited to 6 months. 

Applications should be sent as soon as possible to— 

H. J. Jounson, General Superintendent and Secretary. 


BRADFORD ROYAL INFIRMARY. Applications are 
invited from registered medical practitioners (Male, single) for 
the 6 months’ appointments. Salary of each £150 p.a., with full 
aaa emoluments. There are 345 Beds and 8 Resident 
Officers. 

HOUSE PHYSICIAN (B2). R practitioners how holding A posts 
may apply. 

HOUSE SURGEON (A). Practitioners within 3 months of quali- 
— and liable under the National Service Acts may also 
apply. 

Applications, stating age, nationality, "qualifications, and 
previous experience, with copies of 3 recent testimonials, should 
be sent immediately to: H. Trusson, House Governor and 
Secretary. 

16th December, 1943, 
BURY INFIRMARY, Lancashire. (159 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of CASUALTY HOUSE SURGEON (A), now 
vacant. Post includes duty in Eye and Ear, Nose, Throat 
Departments. Salary is at the rate of £150 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be for a period of 6 months ; 
otherwise renewable. 

Applications, giving full particulars, to— 

H. WILKINSON, Superintendent. 

COVENTRY AND WARWICKSHIRE HOSPITAL. Appointment 
of HOUSE PHYSICIAN (A). Applications are invited from registered 
medical practitioners, Male and Female, for the above appoint- 
ment, vacant immediately. The appointment is for 6 months. 
Salary at the rate of £150 p.a., plus £20 p.a. cost-of-living bonus 
with full residential emoluments. ractitioners within $ 
months of qualification and liable under the National Service 
Acts may also apply. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be addressed immediately to— 

S. Cect, HILL, House Governor and Secretary. 
EAST SUFFOLK AND IPSWICH HOSPITAL, Ipswich. (400 Beds— 
7 Residents.) Applications are invited from registered medical 
practitioners, including those within 3 months of qualification 
and liable under the National Service Acts, for the appointment 
of 3 HOUSE SURGEONS (A). The normal period of appointment 
is 6 months. Salary is at the rate of £175 p.a., with full resi- 
dential emoluments. 
pply : ARTHUR GRIFFITHS, Secretary. 

The Hospital, Ipswich. 

THE GUEST HOSPITAL, Dudley. (The Resid Staff ists of 
a Resident Surgical Officer and 2 House Surgeons.) Applica- 
tions are invited from registered medical practitioners (Male 
and Female) for the appointment of HOUSE SURGEON (B2), 
now vacant. The salary is at the rate of £200 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may also 
apply, when appointment will be for a period of 6 months. 

Applications to H. RaYMOND Hurst, House Governor and 
Secretary. 

16th December, 1943. 

BEDFORD COUNTY HOSPITAL. Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of a2 HOUSE SURGEON (B2), vacant imme- 
diately. Salary is at the rate of £190 p.a., with full residential 
emoluments. and W practitioners holding A posts may 
apply, when appointment will be limited to 6 months. 

Applications to the Secretary. 


OFFICER (B2), now vacant. he appointment is for 6 months. 
Salary £225 p.a., with full residential emoluments. R and W 
practitioners holding A posts may also apply. 

Applications, with copies of 3 testimonials, to— 

14th December, 1943. K. H. WILLiaMs, Secretary. 


HULL CORPORATION HEALTH DEPARTMENT. 
BEVERLEY ROAD. HOSPITAL. Applications are invited from 
registered medical practitioners of either sex for the appointment 
of TEMPORARY ASSISTANT MEDICAL OFFICER (B1)—MEDICAL, 
Salary £350 p.a., riging by annual increments of £25 to £450 p.a., 
plus war bonus, together with board, residence, laundry, &c.. 
or £150 p.a. in lieu of emoluments. Suitably qualified R and W 
practitioners holding B2 appointments, also R practitioners 
holding B1 and rejected by the R.A.M.C., may apply. 

Forms of application, &c., may be obtained from, and should 
be returned duly completed to, the Medical Officer of Health, 
Guildhall, Hull, not later than 10 a.m. on Monday, the 10th 
January, 1944. 
IPSWICH COUNTY BOROUGH COUNCIL. Borough General 
HOSPITAL. Applications are invited from registered medical 
practitioners, Male or Female, for the appointment of HOUsSI 
SURGEON (A) now vacant. Salary is at the rate of £200 p.a., 
with full residential emoluments. Added remuneration for 
special qualifications where a candidate is considered suitable 
for the appointment. Practitioners within 3 months of quali- 
fication and liable under the National Service Acts may also 
apply, when appointment will be for a period of 6 months ; 
otherwise 1 year. 

Applications, stating age, nationality, and qualifications, and 
accompanied by copies of 3 recent testimonials, to be sent as 
soon as possible to the Medical Officer of Health, Public Health 
Department, Elm-street, Ipswich. 

MAIDENHEAD VOLUNTARY HOSPITAL, Berkshire. Applica- 
tions are invited from: registered medical practitioners, Male 
and Female, for the following appointments :— 

RESIDENT MEDICAL OFFICER (B2), Salary at £200 p.a., with 
full residential emoluments. R and W practitioners holding 
A posts may also apply, when appointment will be limited to 
6 months ; otherwise 1 year. 

RESIDENT MEDICAL OFFICER (A). Salary at £150 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be for a period of 6 months 
otherwise 1 year. 

Both appointments vacant Ist February, 1944. 

Applications, stating age and nationality, and with copies of 

testimonials, should be sent as soon as possible to the 
Superintendent-Secretary. 
CITY OF PLYMOUTH. City General Hospital. Applications are 
invited from duly qualified and registered medical practitioners, 
Male and Female, including practitioners within 3 months of 
qualification and liable under the National Service Acts, for the 
appointment of JUNIOR ASSISTANT MEDICAL OFFICER (A) at the 
City General Hospital. The appointment will be for a period 
of 6 months, but terminable by 1 month’s notice on either side 
atany time. Salary is at the rate of £250 p.a., plus war bonus, 
and full residential emoluments. All fees received by the officer 
must be refunded to the Council. The duties will be mainly 
in the surgical side of the Hospital. Further details may be 
obtained from the Medical Superintendent of the Hospital. 
Forms of application are not provided. 

Applications must be addressed to the undersigned, together 
with copies of not more than 3 recent testimonials, as soon as 
possible. T. Person, Medical Officer of Health. 

Seven Trees, Lipson-road, Plymouth. bes 
ABERDEEN ROYAL INFIRMARY. Applications are invited from 
registered medical practitioners (Male or Female) for the appoint- 
ment of MEDICAL REGISTRAR (Bl). Applicants should have held 
house appointments. Preference will be given to candidates 
holding a higher qualification in medicine. Salary is at the 
rate of £300 p.a., with £100 living-out allowance if quarters are 
not available. Suitably qualified R and W practitioners holding 
B2 appointments, also R practitioners holding Bl and rejected 
by the R.A.M.C., may apply, subject to approval to application 
by the Scottish Central Medical War Committee. Entry to 
duty as soon as possible. 

Applications (6 copies), stating age, nationality, qualifications 
with dates, and experience, and accompanied by 6 copies of 
3 recent testimonials, should be lodged with the undersigned not 
later than 8th January, 1944. JoHN A. McCONACHIE, 

1, Albyn-place, Aberdeen Clerk and Treasurer. 
ROYAL SURREY COUNTY HOSPITAL, Guildford. (34! Beds.) 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT ANASTHETIST AND MEDICAL 
OFFICER (B2) to the Auxiliary Hospital. Salary £225 p.a., with 
full residential emoluments. R and W practitioners holding 
A posts may also apply, when appointment will be limited to 
6 months ; otherwise may be extended to 12 months. 

Applications, stating age, nationality, qualifications and 
experience, with copies of not more than 3 testimonials, must 
— the Secretary-Superintendent not later than 10th January, 
NORTHAMPTON GENERAL HOSPITAL. (408 Beds.) Applica- 
tions are invited immediately from registered medical practi- 
tioners, Male or Female, for the post of RESIDENT ANASTHETIST 
(A). Salary at the rate of £150 p.a., with full residential emolu- 
ments. Practitioners within 3 months of qualification and 
liable under the National Service Acts may apply, when the 
appointment will be for a period of 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, should be sent as soon as possible to— 

GORDON 8S. STURTRIDGE, Superintendent. 
SURREY COUNTY COUNCIL. Public Assi e Depart 
GROVE ROAD INSTITUTION, RICHMOND. (260 Beds—mainly 
chronic sick.) Applications are invited from registered medical 
practitioners, Male and Female, for the appointment of ASSISTANT 
MEDICAL OFFICER (B2). Salary £250 p.a., with full residential 
emoluments. Rand W practitioners holding A posts may apply, 
when appointment will be limited to 6 months; otherwise for 
a period of 1 year. 

Apply to County Medical Officer, County Hall, Kingston-on- 
Thames. 
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ROYAL WEST SUSSEX HOSPITAL, Chichester. (334 Beds.) 
Applications are invited from registered medical practitioners, 
Male and Female, for the _ of RESIDENT MEDICAL 
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CITY AND COUNTY OF THE CITY OF EXETER, City Hospital 
(PUBLIC ASSISTANCE). Applications are invited from Male 
registered mediéal practitioners for the post of MEDICAL OFFICER 
(B1) (temporary) of the above Institution. The salary will be 
at the rate of £600 to £700 p.a., according to experience, together 
with free quarters, board, and laundry for a single man or an 
additional £100 p.a. for a married man, non-resident. The 
appointment will be for 12 months in the first instance and 
thereafter at 2 calendar months’ written notice on either side. 
Suitably ualified R practitioners holding B2 appointments, 
also those holding B1 and rejected by the R.A.M.C. (satisfactory 
evidence of which is to besubmitted), may apply. Any fees received 
must be returned to the City Council. Preference will be given 
to candidates with experience in a similar appointment. The 
successful candidate will be required to devote the whole of the 
time to the duties, and he will be on the staff of the Medical 
Officer of Health. 

Application forms, together with particulars of the duties, 
may be obtained from the undersigned, to whom they should be 
returned, together with copies of 2 recent testimonials, not later 
than 6th’ January, 1944. 

The consent of the Minister of Health has been obtained to 
the making of this appointment. Cc. J. NEWMAN, 

Town Clerk and Public Assistance Officer, Exeter. 

COUNTY BOROUGH OF HASTINGS. Hastings Municipal 
HOSPITAL. Applications are invited from registered medical 
practitioners for the post of ASSISTANT MEDICAL OFFICER 
(Female) (B2). The Hospital contains 350 Beds, including a 
Children’s Block and a Maternity Unit of 28 Beds, and is a Group 
Al Hospital under the Government’s Emergency Hospital 
Service. Candidates must be fully qualified registered medical 
practitioners, and should have held a previous resident hospital 
appointment. Preference will be given to candidates with 
practical experience, of general medicine and anesthetics. The 
person appointed w ill give her whole time to the service of the 
Council in accordance with the terms of her appointment. 
Salary £300 p.a., with apartments, board andlaundry. W practi- 
tioners holding x posts may apply, when appointment will be 
limited to 6 months; otherwise for 1 year, and is determinable 
by 1 month’s notice on either side. 

Applications, on forms to be obtained from me, must be 
delivered at my office not later than the 7th January, 1944. 
Canvassing in any form, either directly or indirectly, will be a 
disqualification. 

D. W. JACKSON, Town Clerk and Director of Social Welfare. 

Town Hall, Summer Fields,’’ Hastings. 
THE ROYAL GWENT HOSPITAL, Newport, Mon. (255 Beds, 
130 E.M.S. Beds.) Applications are invited from registered 
medical ot A for the following appointments :— 

CASUALTY OFFICER (B2), now vacant. Salary at the rate of 
£210 pa. Rand W practitioners holding A posts may apply, 
when appointment will be limited to 6 months. 

SECOND HOUSE SURGEON , vacant ist February, 1944. 
Salary at the rate of £175 
Pit HOUSE SURGEON (A now yacant. Salary at the rate of 

Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointments will 
be for a period of 6 months. 

The salary is as stated in each case, with full residential 
emoluments. 

Applications, stating age, nationality, qualifications with 
dates, and details of appointments, by 
3 recent testimonials, should be sent as soon as possible to— 

ALAN RUDDLE, Secretary-Superintendent. 
THE KING EDWARD Vil WELSH NATIONAL 
MEMORIAL ASSOCIATION. Applications are invited from duly 
registered medical practitioners (Male or Female) for AREA 
ASSISTANT TUBERCULOSIS OFFICER. The appointment is 
temporary and open to review after the war. The scale of salary 
is £500 p.a., rising by annual increments of £25 to £700, plus 
temporary war bonus, at present £25 p.a. The Local Govern- 
ment Act, 1937, is applicable to the Association. Candidates 
should preferably have had at least 6 months’ special training in 
tuberculosis, and also 18 months’ experience in general clinical 
work, of which not less than 6 months should have been spent 
in a hospital as resident officer in charge of beds occupied by 
general medical or surgical cases. A knowledge of Welsh is 
desirable but not essential. 

Applications, stating age, qualifications, experience, and full 
information as to liability for military service, medical fitness, 
together with names of 3 referees, should be received by the 
undersigned rot later than Wednesday, 12th January, 1944. 

NORMAN TATTERSALL, Principal Medical Officer. 

_ Memorial Offices, Cathays Park, Cardiff. ee a 
WORCESTER COUNTY AND CITY MENTAL 
HOSPITAL, POWICK, NEAR WORCESTER. Locum tenens ASSISTANT 
MEDICAL OFFICER (B1) (Male or Female) required. Terms £8 8s. 
oe et = nay , together with board, lodging, washing, and attendance. 

uitably a R and W practitioners holding B2 appoint- 
ments, also R practitioners holding B1 and rejected by the 
R.A.M.C., may apply. 

Apply. ‘stating particulars as to experience, age &c., to the 

Ss 


COUNTY BOROUGH OF IPSWICH. Borough General 
HOSPITAL. Applications are invited from registered medical 


practitioners, Male and Female, for the appointment of 
TEMPORARY RESIDENT ASSISTANT MEDICAL OFFICER (B1). 
Applicants should have held house appointments and had sur- 
gical experience. Salary at the rate of £350 p.a. plus full 
residential emoluments. Suitably qualified R and W practi- 
tioners holding B2 appointments, also R practitioners holding B1 
and rejected by the R.A.M.C., may apply. 

Applications to the Medical Officer of Health, Public Health 

Department, Elm Street, Ipswich. 


CITY OF MANCHESTER. Baguley Sanatorium. (42! Beds.) 
Applications are invited from registered medical Men for the 
appointment of TEMPORARY RESIDENT ASSISTANT MEDICAL 
OFFICER (B1) vacant now. Candidates should have had 
experience in the treatment of pulmonary tuberculosis. Salary 
£350 p.a., rising by annual increments of £25 to £450, with 
board, residence, and laundry valued at £85 in addition, subject 
to the Manche: »ster Corporation conditions of service. A tem- 
porary cost-of-living wages addition is payable in addition to 
the salary stated. Suitably qualified R practitioners holding 
B2 appointments, also those now holding B1 and_ rejected 
by the R.A.M.C., may apply. The appointment will be tem- 
porary for the duration of the war. 

Full information and forms of application may be obtained 
from the Medical Officer of Health, Hospitals Administration 
Section, G.P.O. Box 399, Town Hall, Manchester 2, and applica- 
tions for the post must be received by him not later than 10th 
January, 1944, Canvassing in any form is prohibited. 

. ApcocK, Town Clerk. 

Town Hall, Manchester, 2, 16th December, 1943 
DEVON COUNTY COUNCIL. By consent of the Ministry of 
Health, applications are invited for the post of ASSISTANT 
COUNTY MEDICAL OFFICER. Although the vacancy is on the 
permanent staff, the appointment will be temporary for the dura- 
tion of the war, after which the officer appointe d will, if holding the 
D.P.H., be eligible to apply for the permanent post. The officer 
will be required to live in the Tiverton area. Salary scale £500, 
rising by annual increments of £25 to £700, plus £25 in lieu of war 
bonus, the initial salary depending upon previous experience 
and salary, subject to the maximum of £700. Car essential, for 
which mileage allowance will be made. Applicants born after 
5th March, 1896, must submit full information as to their liability 
for military service and obtain approval from the Senior Regional 
Medical Officer of their District before applying. 

Application forms may be obtained from the County Medical 
Officer, 4, Barnfield-crescent, Exeter, and must be returned to 
him on or before Monday, 10th January, 1944 

A. J. WITHYCOMBE, clerk ‘of the Counc il. 
ROTHERHAM HOSPITAL. Casualty Officer and Orthopaedic 
HOUSE SURGEON (B2), vacant Ist January, 1944. Salary £250 
to £300 p.a., according to experience (with full residential 
emoluments). Applications are invited from registered medical 
practitioners, including R and W practitioners who now hold 
A posts, when the appointment will be limited to 6 months. 

HOUSE PHYSICIAN (A), vacant now. Salary £225 p.a., with 
full residential emoluments. 

SECOND CASUALTY OFFICER AND HOUSE SURGEON (A) to Ear, 
Nose and Throat and Eye Departments, vacant lst January, 
1944. Salary £225 p.a., with full residential emoluments. 

Applications are invited for these appointments, including 
practitioners within 3 months of qualification, liable to service 
under the National Service Acts, when the appointment will be 
for a period of 6 months. 

Applications should be sent at once to— 

. FLETCHER, Secretary-Superintendent. 

COUNTY COUNCIL OF THE WEST RIDING 
OF YORKSHIRE. MIDDLETON-IN-WHARFEDALE SANATORIUM AND 
EMERGENCY HOSPITAL. (600 Beds.) Applications are invited 
for the post of TEMPORARY JUNIOR ASSISTANT MEDICAL OFFICER 
(B1) at the Middleton-in-Wharfedale Sanatorium and Emerg- 
eney Hospital, near Ilkley. The successful candidate will be 
sousined. to reside at the Sanatorium. Married quarters are not 
available. Preference will be given to candidates with experience 
in the treatment of pulmonary and non-pulmonary tuberculosis. 
Salary £350, rising by increments of £25 to £450, together with 
the usual residential allowances. Suitably qualified R and W 
practitioners holding B2 appointments, also practitioners 
holding B1 and rejected by the R.A.M.C., may apply. 

Applications should be sent to the County Medical Officer, 
County Hall, Wakefield, not later than the 17th January, 1944. 

BERNARD KENYON, Clerk of the County Council. 

County Hall, Wakefield. Te 
CITY AND COUNTY OF NEWCASTLE UPON 
TYNE. NEWCASTLE GENERAL HOSPITAL. (900 Beds.) HOUSE 
PHYSICIANS (A) and HOUSE SURGEONS (A). Applications are 
invited from registered medical practitioners, Male and Female, 
for the above appointments, shortly vacant. The appointments 
will be for a period of 6 months. Salary at the rate of £150 p.a., 
with full residentialemoluments. Practitioners within 3 months 
of  —caaeaa and liable under the, National Service Acts may 
apply. 

Applications to be forwarded to the Medical Officer of Health, 
Town Hall, Newcastle upon Tyne, 1. == 
WESTMORLAND COUNTY HOSPITAL, KENDAL. (62 Beds.) 
Applicatious are invited from registered medical practitioners 
for the appointment of HOUSE SURGEON (B2), now vacant. 
Salary £300 p.a., with board, residence, and laundry. Rand W 
oy mo ge holding A posts may apply, when appointment wili 

limited to 6 months; otherwise may be extended. 

Applications, age, qualifications with dates, nation- 
ality, present post, —— by copies of 8 recent 
testimonials, should te sent delay to— 

> SOMERVELL, Hon. Secretary. 

LEIGH INFIRMARY, (General Hospitai—86 Beds). 
Appl lications are invited from registered medical practitioners, 

and Female, for the appointment of HOUSE SURGEON (A), 
vacant immediately. Salary £200 p.e., with full residential 
emoluments. Practitioners within 3 months of qualification and 
liable under the oe yy Service Acts may also apply, when 
appointment will be for 6 months ; otherwise not exceeding one 
oe! Applications from friendly alien practitioners are also 


tect PPlications, age and accompanied by copies of three 
testimonials, to addressed to— 
R. Carter, Secretary -Superintendent. 
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THE PRINCE OF WALES’S HOSPITAL, Plymouth. Applications 
are invited from registered medical practitioners, Male and 
Female, for the appointment of SENIOR HOUSE SURGEON (B2) 
for duty at the Devonport Section. The salary is at the rate 
of £175 p.a, with full residential emoluments. R and W 
practitioners holding A posts may also apply, when appointment 
will be limited to 6 months. 

Applications to: ARTHUR R. CasH, General Superintendent. 

December, 1943. 


ROCHDALE INFIRMARY, LANCASHIRE. Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of RESIDENT SURGICAL OFFICER (B1). 
Salary at £250 p.a. Suitably qualified R and W practitioners 
holding B2 appointments ; also R practitioners holding B1, and 
rejected by the R.A.M.C., may apply. 

Applications immediately to the Superintendent-Secretary. 


HERTFORDSHIRE COUNTY COUNCIL. SHRODELLS HOS- 
PITAL, WATFORD. (670 Beds.) ASSISTANT MEDICAL OFFICER 
(B2). Applications are invited from registered medical practi- 
tioners, Male or Female, including R and W practitioners now 
holding A posts, for the above appointment which is vacant. 
To R and W practitioners the appointment will be limited to 
6 months ; otherwise may be extended to one year. Salary is 
at the rate of £200 p.a. with full residential emoluments. 

_ Applications to be sent at once to the Medical Officer, 
Shrodells Hospital, Watford. 

ELTON LONGMORE, Clerk of the County Council. 
County Hall, Hertford, Herts. 


WORCESTER ROYAL INFIRMARY. Applications are invited for 
the position of HOUSE SURGEON (A). The salary is at the rate 
of £120 p.a., with board and residence. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may also apply, when appointment will be for a period 
of 6 months. 

Applications, with copies of no more than 3 testimonials, 
should be addressed to— 

HAROLD WIGG, Acting Superintendent-Secretary. 


LORD MAYOR TRELOAR CRIPPLES’ HOSPITAL, Alton, Hants. 
(400 Beds.) Applications are invited from Male registered 
medical practitioners (including R practitioners who hold 
A.posts) for the appointment of ASSISTANT RESIDENT MEDICAL 
OFFICER (B2), vacant Ist January, 1944. To R practitioners 
the appointment will be limited to 6 months. The salary is at 
the rate of £250 p.a., with full residential emoluments. 

Applications should be made to the Medical Superintendent 
together with copies of testimonials. 


NORTHAMPTON GENERAL HOSPITAL. (408 Beds.) Applica- 
tions are invited _immediately from registered medical practi- 
tioners, Male or Female, for the post of HOUSE SURGEON (A). 
Salary at the rate of £150 p.a., with full residentia]) emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when the appointment 
will be for a period of 6 months. 
Applications, stating age, qualifications with dates, 
nationality, should be sent as soon as possible to-— 
GORDON 8. STURTRIDGE, Superintendent. 


KENT AND SUSSEX HOSPITAL, Tunbridge Wells. (506 Beds. 
Applications are invited from registered medical practitioners, 
Male and Female, for the appointment of RESIDENT HOUSE 
SURGEON (B2) (Fracture Clinic, Orthopedic and General Surgery), 
vacant 29th January, 1944. This post is recognised by the 
Council of the Royal College of Surgeons for the purpose of the 
Final Fellowship Examination. Salary at the rate of £200 p.a., 
with residential emoluments. R and W practitioners holding 
A posts may also apply, when appointment will be limited to 
6 months ; otherwise it will be for a period of 6 to 12 months. 
E. A. WaGsTaFF, Superintendent-Secretary. 

24th December, 1943. 

ROYAL HALIFAX INFIRMARY. Applications are invited from 
registered medical practitioners (Male) for 6 months for the 
following posts :— 

FIRST HOUSE SURGEON (B2). Salary £200 p.a. 
tioners who now hold A posts may apply. 
24th January, 1944. 

CASUALTY OFFICER (A). Salary £150 p.a. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply. Commencing duty Ist January, 1944. 

Both appointments include full residential emoluments 

Applications, stating age, qualifications with dates, nationality, 
and present posts, and accompanied by 3 recent testimonials, 
should be sent to: A. MIDGLEY, Secretary. 


ADDENBROOKE’S HOSPITAL, Cambridge. Applications are 
invited from registered medical practitioners, Male and Female, 


and 


R practi- 
Commencing duty 


for the appointment of HOUSE SURGEON (A), vacant 17th 
January, 1944. Salary is at the rate of £130 p.a., with full 
residential emoluments. Practitioners within 3 months of 


qualification and liable under the National Service Acts may 
also apply. . The appointment will be for a period of 6 months. 
Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent not later than Monday, 10th January, 1944. 
J. A. BEARDSALL, Secretary-Superintendent. 
THE STOCKPORT INFIRMARY. (159 Beds.) Applications are 
invited from registered medical practitioners for the appointment 
of HOUSE SURGEON (A) to the Aural, Ophthalmic, and Gynseeco- 
logical Departments. Salary is at the rate of £150 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be for a period of 6 months. 
Applications, stating age, qualifications, and previous posts 
held, with copies of 2 testimonials, should reach the undersigned 
not later than 4th January, 1944. . 
. G. PRICE, Secretar’y-Superintendent. 


WEYMOUTH AND DISTRICT HOSPITAL, Weymouth, Dorset. 
Applications are invited from registered medical practitioners 
(Male or Female) for appointment of HOUSE SURGEON (A). 
Salary £160 p.a., with full residentialemoluments. Practitioners 
within 3 mont of qualification and liable under National 
Service Acts may apply, when appointment will be for 6 months. 

Applications, with copy testimonials, should be addressed to 
the Secretary-Superintendent of the Hospital as early as possible. 
CITY AND COUNTY OF NEWCASTLE UPON TYNE. 
EMERGENCY MATERNITY HOSPITAL, GILSLAND, (120 Beds.) 
Appointment of HOUSE SURGEON (B2). Applications are invited 
from registered medical practitioners, Male or Female, for the 
above post, shortly vacant, including R and W practitioners 
who now hold A posts. The appointment is tenable for 6 
months, and the salary is at the rate of £200 p.a., together with 
full residential emoluments. 

Applications to be forwarded to the Medical Officer of Health, 
Town Hall, Newcastle upon Tyne, 1. 

Owing to the fact that the permitted establishment of refugee 

practitioners at the Hospital is now complete, it is regretted 
that applications for the above appointment frem refugee 
practitioners cannot be considered. 
PRESTON ROYAL INFIRMARY. Applications are invited from 
registered medical practitioners, Male and Female, for the 
appointment of RESIDENT ANSTHETIST (B2), vacant 20th 
January. The salary is at the rate of £250 p.a.—but £350 will 
be paid to a practitioner holding the D.A.—with full residential 
emoluments. KR and W practitioners holding A posts may also 
apply, when appointment will be limited to 6 months. 

Applications, with copies of recent testimonials, to be sent 
to: JOHN GIBSON, Superintendent. 

Royal Infirmary, Preston 7 
CITY OF PORTSMOUTH. Saint Mary’s Hospital. (1200 Beds.) 
Applications are invited from Male registered practitioners for 
the appointment of RESIDENT MEDICAL OFFICER (B2), vacant 
shortly. The salary is at the rate of £300 p.a., with residential 
emoluments valued at £150 p.a., and a temporary cost-of-living 
bonus at present payable at the rate of 8s. 6d. per week 
R practitioners holding A posts may also apply, when appoint- 
ment will be limited to 6 months ; otherwise 1 year 

Application forms may be obtained from, and must be 
returned to, the Medical Officer of Health, Northern Secondary 
School, Mayfield-road, Portsmouth 

FREDERICK SPARKS, Town Clerk. 

Municipal Offices, Royal Beach Hotel, Southsea, 

29th December, 1943. 


THE WATFORD AND DISTRICT PEACE MEMORIAL HOSPITAL, 
WatTFORD. (310 Beds.) Applications are invited from registered 
medical practitioners, Male and Female, for the posts of HOUSE 
SURGEON (A) and HOUSE SURGEON (B2), vacant immediately, 
and HOUSE PHYSICIAN (B2), vacant Ist February, 1944 Salary 
in each case is £200 p.a., with full residential emoluments 
For the B2 posts, R and W practitioners now holding A posts 
may apply; and for the A post, practitioners within 3 months 
of qualification and liable under the National Service Acts 
may apply, when appointments will be for 6 months : 
Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, should be sent to— 
H. M. MasKeELL, Administrator 
ROYAL UNITED HOSPITAL, Bath. Applications are invited for 
the post of HONORARY ASSISTANT SURGEON which, in common 
with other appointments, will be temporary during the period 
of the war 
Applications, stating age, qualifications, and particulars of 
experience, together with 3 testimonials, should be addressed 
on or before the 15th January, 1944, to— 
J. LAWRENCE MEARS, Secretary-Superintendent 
24th December, 1943. 
BOURNEMOUTH—ROYAL VICTORIA AND WEST HANTS. 
HOSPITAL. Applications are invited from registered medical 
practitioners, Male and Female, for the appointments of HOUSE 
SURGEON (A) and HOUSE PHYSICIAN (A), now vacant. Salary is 
at the rate of £150 p.a., with full residential emoluments. Prac- 
titioners within 3 months of qualification and liable under the 
National Service Acts may apply, when each appointment will 
be for a period of 6 months 
Apply immediately to: GoRDON M. SAUL, Secretary. _ 
CHRISTCHURCH (NEW ZEALAND) PUBLIC HOSPITAL. 
Vacancy for RADIOTHERAPEUTIST. Applications from radiologists 
of British birth holding recognised postgraduate qualifications 
in radiotherapeutics are invited for the position of Officer in 
charge of the Christchurch Hospital Radium and X-ray Therapy 
Department. Duties to commence as soon as possible. Salary 
£1200 p.a. (N.Z. currency). Travelling allowance: £100 in the 
case of a single person or £200 in the case of a married man 
accompanied by his wife and family (N.Z. currency) 
Applications close 14th January, 1944. For full details 
apply to High Commissioner for New Zealand, 415, Strand, 
London, W.C.2. 
Dietitian, fully qualified with practical experience, required at 
large London hospital with up-to-date kitchen. Salary accord- 
ing to experience.—Write, Box 395, c/o STREETS, 8, Serle- 
street, W.C.2 
Doctors, Male and Female, required for Locums and Assistant- 
ships. Good salaries paid. Vacancies for Ships’ Surgeons.—Write, 
A. SHAW, Medical Agent, Premier Buildings, 88, Church-street, 
Assistant Lady Doctor (Resident) wanted for Private Mental Home 
few miles London. Psychiatric experience essential. Salary 
£500.—Address, No. 364, LANCET Office, 7, Adam-street, 
Adelphi, London, W.C.2. 
Medical Practices and Nursing Homes sold—Partnerships arranged 
— Valuations, Reports, &c.— Over 25 years’ experience.— 
SoncHurst & RICKARD, Valuers and Surveyors, Guildhall 


Chambers, Exeter. 
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“TABLOID :: 


for the treatment of threadworm infestation 


*Oxylan’ brand Diphenan (p-benzylphenyl carbamate) is an anthelmintic of proved 
efficiency in oxyuriasis. It is not merely a vermifuge, but by its effect on the parasites, 
inhibits their reproduction. Reinfection is thus minimised since ova are no longer 
deposited in the anal folds. ‘Oxylan’ brand Diphenan is well tolerated by both 
children and adults, and is free from undesirable side effects. The usual course 
for adults and children over ten years is one to two products three times a day for 
one week, with aperients. In persistent cases it may be repeated after seven to ten 


days. Proportionately smaller doses may be given to children under ten. 


Compressed products, each containing 7} grains 

Bottles of 20 40 (Purchase Tax 6d. extra) 

Bottles of 100 180 (Purchase Tax 23 extra) 
Subject to Medical Discount 


BURROUGHS WELLCOME & CO. 
(The Wellcome Foundation Ltd.) 
LONDON 


ASSOCIATED HOUSES: NEW YORK MONTREAL SYDNEY CAPE TOWN BOMBAY SHANGHAI BUENOS AIRES 
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